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The floods are coming!— 


@wOTO BY NASHVILLE AERONAUTIC CORP 


THE CUMBERLAND RIVER IN FLOOD, NASHVILLE, TENN. 
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—Will you be ready? 


HIS spring—as in all other springs 
—the floods will come. Rivers will 
overflow.— Surface water supplies will be 
excessively polluted.—Ground water levels 
will rise. — Well waters will become contam- 
inated! 
Will you be ready? 
Will you have a spare W&T chlorinator 
—and a supply of Liquid Chlorine on hand 
to render emergency service? Will you be 
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“The only safe water is a sterilized water” 


WALLACE && TIERNAN 


LIMITED 
Manufacturers of Chlorine Control Apparatus 


32-34 FRONT ST. W. 


ready to chlorinate that polluted water and 
avoid the sure toll of pestilential disease? 
Water sterilization—always important— 
is absolutely vital in times of flood. 
But why wait for the flood? 
Continuous chlorination costs but one 
cent per head per year and absolutely pre- 
vents water-borne disease. 


There is no cheaper public health in- 


surance. 


TORONTO 
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SF orveword 


The Dominion Council of Health passed the 
following resolution at a meeting held in Ottawa, 
December, 1928. 






















“‘ Resolved that the Dominion Government be 
respectfully requested to further the establishment 
of full-time health units by voting an annual 
grant of money for this purpose.” 





The Canadian Public Health Association en- 
dorses heartily this resolution and the presentation 

of the same to the Dominion House of Commons at ; 
this session of Parliament. 





This number of the Canadian Public Health 
Journal has been prepared with the co-operation 
of the Canadian Social Hygiene Council to 
present important contributions to the discussion 
of full-time county health units and their establish- 
ment in Canada. 





Hon. E. W. Montcomery, M.D., 
Minister of Health and Public Welfare, Manitoba, 
Honorary President, Canadian Public Health Association. 
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the interests of both rural and urban women. This Council of fifteen 
members meets twice a year, discusses the various health problems 
of the country and offers advice to the Minister. 

The Minister of the Department has for some time had charge of 
the Department of the Soldiers’ Civil Re-establishment, and by 
legislation in 1928 gained control not only of the rehabilitation of 
disabled soldiers but also of pensions and the Department is now 
designated the Department of Pensions and National Health. The 
general service of this Department will in future include the care of 
disabled soldiers, the disbursement of pensions as well as its former 
functions, viz., quarantine, marine hospitals, the care of the health of 
lepers, the health of men on public works, supervision of food and 
water supplies on the international steamboat and railway service, 
administration of the Food and Drugs Act, of the Narcotic Act, direc- 
tion of the laboratory of hygiene and the medical inspection of immi- 
grants. Within the last year the latter service has been augmented by 
the appointment of twenty-eight Canadian physicians who will examine 
intending immigrants in their respective countries. The larger portion 
of this service will be in the British Isles, where the Canadian service 
will be supplemented by the addition of a large number of additional 
roster physicians. On the Continent there is a similar service at im- 
portant points such as Paris, Dantzig and Hamburg. By these means 
the examination will be rendered more complete than it could be made 
at Canadian ports; immigrants will be examined as near their homes 
as possible, thus being relieved of the former expense and annoyance 
of a long journey and the possibility of deportation if found on their 
arrival to be physically unfit; the more complete examination thus 
afforded will prevent in a large measure the former experience of un- 
suitable and diseased persons becoming a future charge on the country. 


The Department affords grants of money to a number of voluntary 
health societies and for some years has given financial aid to the pro- 
vinces for the control of venereal disease. 


The annual budget for the Department for the present fiscal year is 
$891,460.82. 


PROVINCIAL HEALTH LEGISLATION 


As early as 1873 the Province of Ontario passed a ‘‘ Public Health 
Act” which permitted the appointment of members of municipal 
councils and trustees of police villages to act as health officials (Local 
Health Committees). These were the forerunners of the present 
local boards of health. Because of a severe outbreak of yellow fever in 
the United States in 1877, a select committee of the Legislature re- 
ported ‘‘on the subject of sanitary measures for maintaining and 
promoting the public health’’. As a result of the report, the Public 
Health Act of 1882 was passed and the Provincial Board of Health 
established in the same year. This Board continued to function with 
marked success until the year 1927 when it was replaced by a Minister 
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of Health. Ontario has the honour of having established the first 
diagnostic public health laboratory in America (1890). 


In the Province of Quebec a ‘‘ Public Health Act’’ and “‘ Regulations”’ 
were enacted in 1880 and the Provincial Superior Board of Health 
organized. In 1922 a ‘Provincial Board of Health’’ was established 
under the ‘‘Quebec Health Act’’, and district health officers appointed ; 
in 1926 whole-time county health units were organized. These whole- 
time units are the first of the kind in Canada. 


British Columbia had a ‘‘ Health Ordinance”’ as‘early as 1869 which 
remained in force until the consolidation of the statutes in 1888. In 
1893 a new ‘‘Health Act’’, modelled on that of Ontario, was passed, a 
‘‘Provincial Board of Health”’ established, and a ‘‘ Provincial Health 
Officer’ appointed. As in the other provinces local administration is 
carried on by local boards of health and in the main by part time 
medical officers of health. 


Manitoba entered Confederation on the 15th of July, 1870. The 
earliest legislation in the province attempting to deal comprehensively 
with the subject of the administration of public health was in the year 
1883, which placed such administration, including that of vital statistics 
under the Department of Agriculture. From time to time these pro- 
visions were augmented, and in the year 1893 an entirely new health 


act was enacted by the legislature, whereby the entire administration 
of matters pertaining to public health were placed under a “ Provincia! 
Board of Health’’. These conditions prevailed until the present year 
(1928) when by legislation the administration of all matters relating to 
public health, including vital statistics and marriages, was placed 
under the direction of a new department of the Government called 
“The Department of Health and Public Welfare’’. 


In New Brunswick, in 1884, an outbreak of smallpox in one of the 
counties induced the government to establish a board of health, covering 
two or three parishes. This temporary measure was succeeded in 1886 
by the enactment of a ‘‘ Public Health Act”’ and the organization of a 
‘Provincial Board of Health’. In 1854 the City.of St. John had a 
public health board for the purpose of combating an ‘outbreak of cholera, 
and the province has the honour of having established in 1917 the first 
Ministry of Health in the British Empire. 


The records of Nova Scotia show that in 1882 there existed local or 
county boards of health whose members were appointed by order-in- 
council but the first Provincial health legislation was enacted in 1893 
when a “ Provincial Board of Health”’ was established. The provincial 


organization is now thoroughly established and includes the collection 
of vital statistics. 


Previous to 1905 the present provinces of Alberta and Saskatchewan 
were under the administration of the Northwest Council, whose 
ordinance in respect to health prevailed until after these provinces had 
organized their respective legislatures. Alberta passed its Public 
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Health Act in 1907, formed its Provincial Board of Health in 1910 
and set up its Ministry of Health in 1919. 


The Province of Saskatchewan, like Alberta, continued the use of 
the Northwest Council Ordinance of 1902 until the enactment of the 
Public Health Act of 1909, when a ‘‘Commissioner of Health’’ was 
appointed and the Council of Public Health established. In 1923 a 
Ministry of Health was set up and the Council of Health continued. 
This province is now preparing to establish full-time health units 
which will be directly under control of the Ministry of Health. 

Public Health has not yet been given departmental status in Prince 
Edward Island. The local boards of health, through the medical officer 
of health who is a part-time official, enforce existing legislation which 
has been enacted and amended from time to time since earliest days. 
It is said that the island has been particularly healthy and devoid of 
systemic and contagious diseases but it is well known that tuberculosis 
is at least as common as in the other provinces.* 

The provincial and municipal public health expenditures for the 
various provinces are as follows: 

Provincial** Municipal** 

Expenditures Expenditures (Est.) 

$171,365.00 $150,000 .00 
British Columbia 82,154.00 132,145.07 
Manitoba 96,000 .00 79,000 .00 
Nova Scotia 74,924.72 121,226.67 
New Brunswick 97,298 .28 60,103.14 
Ontario 753,250 .00 1,300,000 .00 
Prince Edward Island iene aeeeeaee 
Quebec 150,000.00 
Saskatchewan 222,726.23 521,875.39 


The aggregate expenditure of the provinces and municipalities is 
$4,563,068.50. This, added to the expenditure of the Department of 
Health of Canada, makes a grand total of $5,454,529.32 for public 
health work. The addition of the sums spent by voluntary societies 
would probably bring this expenditure to over six millions. 

From this brief historical sketch of public health in Canada one 
observes that, from the earliest days, the people had adopted certain 
measures of self-preservation. These measures have been improved 
in the succeeding generations until at the present time both the Do- 
minion and the provinces have very satisfactory organizations. 


LocaL HEALTH ADMINISTRATION 


The prevailing local health unit all over Canada is the municipality, 
the city, town, village and the rural area designated the township or 
parish. In some of the provinces, notably the older ones, there are 


*Four Centuries of Medical History of Canada, Heagerty. . 

**The municipal expenditures are, for most of the provinces, estimated only. The govern- 
ment expenditures are those supplied by the provincial health authorities and include the 
appropriations for pure public health and vital statistics. 
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counties as well, each county being an aggregation of townships. 
Neither the townships nor the counties are of uniform size. Some 
counties have ten townships and others have thirty or more and while 
some may be thirty or forty miles in the greater dimension, others 
may be seventy. or eighty miles from end to end. Certain of the 
provinces have no counties, the ultimate local governing body being 
the municipality the size of which, particularly in the prairie provinces, 
is fairly uniform. Ontario has altogether about 930 municipalities 
with, in addition, a huge domain to the northwest called the unorganized 
territory. Quebec has perhaps an equal number or more of munici- 
palities and also a wide area of land and forest as yet sparsely settled 
or uninhabited. These areas await population when they will become 
organized. 

Taking Ontario, for example, it is found that each of the 930 
municipalities has a local board of health, comprised of, in towns or 
cities of 4,000 and over, five members and, in the townships and smaller 
towns, three members, the medical officer of health being one of the 
members. In large cities the local board is commonly a committee of 
the municipal council; in the smaller places the board is composed of 
ratepayers outside the council. Except in townships the board mem- 
bers are not paid for attendance at board meetings. In 99 per cent of 
the municipalities all over Canada the medical officer of health is a 
part-time practising physician who has been appointed to his office by 
the local council. Previous to the last decade or so it was the common 
practice to change this officer from year to year to pass the honour 
round among the several practitioners in the neighbourhood, the con- 
sequence being that the recipient of the office considered and treated 
the appointment as an honorary sort of position and paid no attention 
to, if he had any appreciation of, its duties. In most of the provinces 
the medical officer of health cannot any longer be dismissed from year 
to year; he has continuous tenure of office unless dismissed by a two- 
thirds vote of council, confirmed by the Department of Health. The 
part-time medical officer of health has been to a large extent a failure. 
He is untrained for his work, is paid very little and that grudgingly 
for his services. His official position brings him into conflict (1) with 
his fellow-practitioners, who will not report (contagious disease, etc.) 
to a rival in practice, (2) with possible clientele who fear quarantine if 
communicable disease is found in the family. This fact and the dis- 
satisfaction, of persons who are isolated for the public good, interfere 
with the doctor’s practice and since the practice of his profession is 
his chief interest it is readily seen that in the endeavour to serve two 
masters the less remunerative and less attractive one of public health 
is neglected. There are numerous instances where, in spite of these 
disabilities, the part-time medical officer of health has afforded good 
service, but as a rule it is only in the large cities where the medical 
officer is trained for his job and provided with an effective organization 
and sufficient funds that there is any great progress in public health. 

The small municipality, as such, can never have any better health 
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service because its area is too small and its finances inadequate to 
provide a better one. There is a strong tendency to curb expenditures 
on public health. The salary of the medical officer of health, of the 
sanitary inspector and the bills for supplies are cut to the bone by 
councillors who have no appreciation of the benefits accruing from a 
reduction of the sickness’ bill of the ratepayers. The public knows 
little about such matters. The newspapers are more ready to publish 
the food fads of a quack doctor than to devote space to sound infor- 
mation upon disease prevention; the schools, which should be the best 
avenues for health education are practically unused for this purpose, 
chiefly because there is no one at hand competent to give the necessary 
instruction. The medical profession is little interested in work which 
tends, if anything, to curtail the doctors’ practice. 


What 1s the remedy for the slow progress of public health? 
The remedy comprises several factors: 
(1) A larger local health unit. 
(2) A competent full-time health officer and staff. 
(3) Greater expenditures. 
(4) Co-operation of the medical profession. 
(5) Education of the people in health. 


(1) The new health unit 


The present unit—the municipality, is, outside the large cities, too 
small and too poor, successfully to carry on public health work. The 
rational plan is to consolidate a number of these units, such as ten or 
a dozen townships, with their contained towns and villages, into a 
new and enlarged health area. In some cases the smaller sized county 
might form the unit. If the county, as is frequently the case in Ontario, 
is too large, split it in two or even three. The governing body would 
then be the county council (where such bodies exist). Since county 
councils are composed of municipal representatives the municipalities 
would still retain control (through the county council) of health work. 


(2) Whole-time Medical Officer of Health 

Such an enlarged unit could afford to employ and pay a whole-time 
competent medical officer; the enlarged area would afford ample work 
for such an officer; he would be removed from local medical competi- 
tion; his confreres would give him the cordial support now denied the 
part-time official; there would be continuous competent management 
on the job; opportunity would be allowed for spreading public health 
education and as found in other places where there is a whole-time 
health service, the results would be found to justify the added expense. 


(3) Increased Expenditure 


Like everything else, the public health afforded a community is 
proportionate to the cost. Someone has said that public health is 
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purchasable and, within reasonable limits, that every community can 
adjust its own death rate. 

Whole-time health service will cost more than a part-time service; 
it is worth more; the public receives value for its money which is 
doubtful under the present part-time arrangement. | 

The new health unit will cost from ten to twenty thousand dollars 
a year, but it will not be in operation many years before there will be 
dividends in lessened sickness, reduced mortality, greater production 
among workers, less premature death; and increased comfort, happiness, 
and length of life. 

The present day expenditures on public health are pitifully small 
compared, for instance, with the outlay on general education. The 
Province of Ontario spends through the government, about forty-five 
millions a year on education and less than one million on health outside 
the amounts raised by the municipalities. A comparison between the 
education and health expenditures of the County of York, Ontario, 
shows a local per capita expenditure of $12.50 on education and but 
19 cents on health. 

If the public wants better health the public must pay for it and the 
history of the public health movement even in the last generation, 
showing a reduction of sickness and mortality and a much increased 
length of life, ampl proves its value. 


(4) The Co-operation oj ithe Medical Profession 


The whole-hearted co-operation of the medical profession can 
scarcely be expected under present circumstances where the medical 
officer of health is in competition with his fellows. While the already 
great advances in public health are almost entirely due to the profession, 
the exigencies of medical practice compel the practitioner to safeguard 
his own interest. Not only is his field limited by all sorts of irregular 
and quack practice, but the legitimate avenues of public health enter 
and limit the medical arena of former years. In the operation of public 
health work the wisest line for the whole-time health officer is, as far 
as possible, to utilize the services of his local confreres. In pre-school 
and school work, in the pre-natal, post-natal and venereal disease 
clinic, in vaccination and in the prevention of diseases such as diph- 
theria and scarlet fever, use of the local practitioner should be encour- 
aged. In short the future success of public health depends in consider- 
able degree upon the co-operation of the local physician. When that 
is secured a large step in advance will have been made. 


(5) Education of the People in Health 

The education of the public in health is, perhaps, of all the extrinsic 
agencies of value in the promotion of sanitation and hygiene, the most 
important. It has been the experience of the most successful public 
health workers that, the confidence of the public having been gained, 
the operation of every phase of health work is made easier. The surest 
and readiest way to organize education in health is in the public and 
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separate schols. The young mind is impressionable. Early instruction 
is retained. The hope rests with the rising generation. But with our 
present system of part-time health officership, the school education is 
neglected. It is not possible for the part-time officer, were he ever so 
much inclined, to carry on the education of the school child, much less 
that among the rest of the community. The entire problem of success- 
ful health promotion demands a whole-time health officer on the job. 











WHOLE-TIME HEALTH UNITs IN ONTARIO 





There are in Ontario less than a dozen whole-time health un‘ts. 
These are confined to the larger cities, one of them, that at Windsor, 
being a ‘‘combined area’’; that is a union of seven municipalities. The 
public health history of these whole-time health units affords striking 
testimony to the value of such a service. 

England, with the longest experience in modern public health 
administration, has upwards of 1,400 health units, most of them part- 
time. Gradually, year by year these are being replaced by whole-time 
services, the unit being as a rule a large borough or a union of munici- 
palities under a county council. This union is termed a ‘‘combined 
area’’ and there are now some 350 of such areas. The qualifications, 
salary and duties are under the supervision of the Ministry of Health, 
and the best testimony to the efficiency of such service is that the plan 
is spreading. 

Another example of the development of the larger health unit may 
be seen in the United States, where prior to 1911 there were few, if any, 
whole-time health services outside the cities. The tendency in the 
United States is to utilize the county as the unit. Where the county 
is of reasonable size, of a size likely to be workable, the plan is a good 
one. There are now upwards of 400 whole-time county health units 
across the border. In Canada where the counties are of reasonable 
size the county is admirably suited as the unit but, as already pointed 
out, many of our counties are much too large for the purpose and 
would have to be split into 2 or 3 units. For Ontario at least sixty 
whole-time health units in addition to those already in operation in 
certain cities would be required to cover the health administration of 
the counties and their villages and towns. Each health unit would 
require a whole-time medical officer of health, a sanitary inspector 
and a public health nurse or nurses and certain clerical help. The 
salary bill would reach about nine or ten thousand dollars. At the 
outset additional help in the way of school medical inspection, clinic 
work, preventive work in diphtheria and scarlet fever might be secured 
by utilizing the services of local physicians. 























FINANCING OF THIS PROJECT 





The ultimate question in the reorganization of the part-time health 
unit is the financial one. Any project likely to entail increased taxes 
will fail to be attractive to rural, urban and suburban communities 
which, in the present state of health education, always count the cost 
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without much attention to the potential benefits of a scheme. Outside 
the cities of Ontario the local health expenditures aggregate about 
£300,000, or divided among the 60 proposed units, $5,000 as an average. 
Some places of course now spend more and others much less than this 
sum. Anything less than $10,000 per unit would be inadequate. Per- 
haps $15,000 would be a fairer average estimate of the needs of each 
unit. This would mean $900,000. 

In the personal opinion of the writer this sum should be a joint con- 
tribution of the three elements of government, the federal, the pro- 
vincial and the municipal or rather the unit involved. It will be claimed 
in certain quarters that the Dominion is subject to no claim in respect 
of public health. On the other hand it will be asserted with the 
strongest of arguments that the care of the health of its people is quite 
within the province and jurisdiction of the federal government. Reading 
of the British North America Act seems to confirm this view, notwith- 
standing that the Government at Ottawa, when the Ministry of Health 
was established, took pains to enact that no interference with the health 
functions of province or municipality was contemplated. In the event 
of a federal contribution no interference with local administration need 
be feared, if for no other reason than that federal administration of 
public health would, in a country of the area of Canada, be impracti- 
cable. Local administration, in the nature of things, must ultimately 
rest in the local area, with, perhaps, as at present, the advice and co- 
operation of the province. All the provinces of Canada should, in the 
event of a federal subsidy, be given equal terms, that is, in proportion 
to population, and the amount of such subsidy should be met by the 
provincial and local area contributions. It could not be expected that 
the whole country would at once accede to a complete reorganization 
of its present system. The best that could be hoped for would be that, 
under the influence of educational propaganda, the local areas would 
eventually come to appreciate the value of a whole-time health service. 

In the writer’s opinion nothing would the better serve to influence 
the public view in this direction than the establishment in each province 
without delay of a few rural whole-time health units. Perhaps this 
could be accomplished by the provision of a moderate subsidy on the 
part of the Federal Government for this puprose. The sum of $200,000 
is a very moderate amount. This with provincial and local contribu- 
tions would afford in each province a few working units which would 
form a practical example of the proposed plan of county or ‘“‘combined 
area” health units. 

Demonstrations of the kind spread over Canada would afford 
working examples of what seems to be the best known type of local 
administration. Such a scheme would be essentially educative; it 
would at small cost enable the small urban and rural dweller to appreci- 
ate its worth; of its success not only as a demonstration but as the 
nucleus of a widely growing plan there can be no doubt. 

The county health or ‘‘combined area’’ health unit is bound to 
come; the only question is, how soon? 








County Health Units in the Province 
of Quebec 


DR. ALPHONSE LESSARD 
Director 
and 
DR. EMILE NADEAU 


Assistant Director 
Quebec Provincial Bureau of Health 


ROVINCIAL sanitary organization in Quebec, generally speaking, 

Pp and as far as the technical services are concerned, is established 

on the same basis as in other provinces of Canada and most of 
the states of the American Union. General administration, vital 
statistics, tuberculosis and child welfare divisions and county health 
work are immediately under the central direction situated at the seat 
of the government, in the city of Quebec, while certain technical 
divisions, such as laboratories and sanitary engineering, have their 
headquarters in Montreal. There is also in the latter city the office 
of the general inspector, in charge of the eighteen district health officers, 
who are supervising as many regions of the Province. The duties of 
these full-time men have been, so far: to supervise the sanitary con- 
ditions of the population under their jurisdiction, to be the inter- 
mediaries between our service and the municipalities, to see that the 
law and regulations are observed; briefly, to be our representatives 
among the population of their respective districts. 

With the exception of the largest cities, municipatities are very 
few in our Province employing a full-time health officer. Nearly all 
health officers are general practising physicians, giving for a small 
salary very little of their time to their official functions. We all know 
through experience what is the value, as far as public health is con- 
cerned, of the part-time man. 

The result is that every one of our eighteen district health officers 
has a wide territory to cover, a great number of municipalities under 
his supervision and a large population to protect. Some of these 
districts ‘nclude seventy-five, eighty and even ninety municipalities. 
It will readily be understood that many of these are seldom visited 
by our officer, but only on special calls or in urgent cases, for instance, 
during epidemics; some of them are not even visited once during a 
whole year. 

Moreover, he is all alone to do the entire work and to look after 
everything; schools, public buildings, general health conditions and 
nuisances of every kind. The public health nurse, who is so indis- 
pensable in an organization of hygiene, is an unknown person in the 
regions looked after by our health officers; (I mean the rural part of 
the country, because there are many of them in the cities, and especi- 
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ally in the twenty-one centres provided with tuberculosis and baby 
clinics created by our service). Therefore, our officer is obliged to 
neglect a lot of things which he could attend to if he had the co-operation 
of one or more public health nurses. 

The consequence is that the education of our rural population in 
hygiene matters has been a slow process, so far. 


In 1925, one of the writers (the Director), had the good fortune, as 
a guest of the International Health Board of the Rockefeller Founda- 
tion, to visit a number of state, city and county health organizations 
in the United States. He particularly studied the methods employed 
there to solve the various health problems among the rural population, 
and in certain parts of North Carolina and Ohio, where conditions are 
somewhat similar to those of our Province, he made a survey, as com- 
plete as possible, of a system which, after many trials, had been adopted 
and was giving excellent results. 

This system is the ‘‘County Health Unit’’ and after having seen 
it functioning in the States and observed its advantages, upon his 
return he submitted to his Minister the project of trying it in our 
Province, inasmuch as it could be adapted to our local conditions and 
to the mentality of our population. The Honorable the Provincial 


Secretary gave him entire liberty to inaugurate this new policy, and 
we began our work. 


THE CouNTY HEALTH UNIT 


What is the ‘‘County Health Unit” system which we are presently 
operating in our Province of Quebec? It consists in the establishment, 
in a county or in two small neighbouring counties, of what might be 
designated as a ‘Bureau of Health in miniature’’, composed of a full- 
time medical officer, two or more public health nurses, a sanitary 
inspector charged with the enforcement of the health regulations and 
with the education of the municipal officers, together with a secretary 
to handle the clerical work of the office which is generally located in 
the principal town of the county. The whole population of the county 
is thus submitted to constant supervision on the part of this staff. 
Health education is intensively carried on, a considerable amount of 
propaganda work is done continually, and not a single municipality 
escapes the attention of the officers of that unit. The medical officer 
covers all the parishes, meets there the civil and religious authorities, 
maintains cordial relations with local doctors, gives public lectures 
(announced the preceding Sunday by the curé in the pulpit), has 
friendly talks with mothers on the: necessity of pre-natal, post-natal 
and pre-school hygiene, visits the School and looks after outbreaks of 
infectious diseases. The nurses examine the school children and refer 
those defective in any way to the family physician; they give the 
teachers instructions in hygiene which they, in turn, pass on to their 
pupils; they go directly into the homes of the people to make them 
understand the necessity of following the golden rules for clean and 
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healthy living; they advise young mothers how to protect their babies 
or babies to be, etc. The sanitary inspector visits the municipal 
officers, assists the secretary-treasurers of the municipalities in the 
enforcement of the health laws, looks after water supplies, sewerage, 
nuisances, sees that quarantine is observed in case of contagious 
diseases, etc. The secretary attends to the office work, handles corre- 
spondence, answers queries, keeps records, and, one important matter, 
collects from all the ministers of worship, the birth, marriage and death 
certificates, make corrections on them, if necessary, takes a copy of 
each, and sends them to our Division of Vital Statistics in Quebec. 


Health Unit of the Counties of St. Jean and Iberville—School inspection work. 
Weighing, measuring, and vision testing. 


DEVELOPMENT OF HEALTH UNITS IN QUEBEC 


At the beginning, it had been thought advisable to limit our activi- 
ties to the organization of four or five health units, as a -practical 
demonstration, but the results obtained have been so rapid and con- 
clusive, and public opinion has been aroused to such an extent by the 
benefits to be derived from Such an organization, that we were gladly 
compelled to enlarge our initial programme, with the result that, after 
less than three years, we had, on January Ist, 1929, eight health units 
in operation, covering ten counties, while the necessary contribution 
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has been voted by five other counties for four additional health units, 
which are expected to be in full operation within a few months. 

In chronological order, the following gives a brief summary of the 
health units in operation and others provided for: 


HEALTH UNITs IN OPERATION 


lst—February Ist, 1926. Beauce County Health Unit. Population: 
46,000, exclusively rural, with a few villages of 2,000 to 3,000 of population. 

2nd—May Ist, 1926. Saint Jean and Iberville Counties Health Unit. 
Population : 25,000, including the city of Saint Jean and the town of Iberville, 
whose population is about one-half of the total. 

3rd—September Ist, 1926. Lac St. Jean County Health Unit. Popula- 
tion: 45,000, including the Towns of Roberval, Alma and also the industrial 
towns of Dolbeau, Ile Maligne and Riverbend which are respectively con- 
trolled by the Lake St. John Pulp and Paper Co., Price Bros., & Co., and the 
Duke Price Co. 

4th—June Ist, 1927. St. Hyacinthe and Rouville Counties Health Unit. 
Population 38,000, including the city of St. Hyacinthe (11,500) and the town 
of Marieville. 

dth—January Ist, 1928. Temiscouata County Health Unit. Population: 
50,000, including the city of Riviére du Loup (10,000) and the town of Trois- 
Pistoles. 

6th—July Ist, 1928. Nicolet County Health Unit. Population: 30,000, 
including the small town of Nicolet. 

7th—July Ist, 1928. Joliette County Health Unit. Population: 28,000, 
including the city of Joliette (11,500). 

8th—January Ist, 1929. Terrebonne County Health Unit. Population: 
36,000, including the towns of Saint-Jéréme (9,500), Sainte-Thérése, Sainte- 
Agathe and Terrebonne. 


HEALTH UNITS TO BE IN OPERATION SHORTLY AND FOR WHICH THE NECESSARY 
HEALTH Tax Has BEEN VOTED BY THE LOCAL MUNICIPALITIES 


9th—L’Assumption and Montcalm Counties Health Unit. Population: 
29,000, including the small town of Laurentides. 

10th—Temiscamingue County Health Unit. Population: 15,000, ex- 
clusively rural, excepting the town of Temiskaming, property of the Inter- 
national Paper Co., and the fast growing towns of Rouyn and Noranda. 

11th—Chicoutimi County Health Unit. Population: 53,000, including 
the City of Arvida (Aluminium Co., of Canada), the towns of Chicoutimi 
(15,000), Kenogami (6,000), Jonquiére (9,000), Port-Alfred and Bagotville. 

12th—Megantic County Health Unit. Population 43,000, including the 
mining City of Thetford Mines (11,000) and the mining Town of Black Lake. 


RESULTS OBTAINED 


Space does not permit the production in detail o° figures from our 
vital statistics showing the encouraging results already obtained, but 
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it might be briefly stated that in the counties where health units have 
been in operation for a period of two or three years, the general death 
rate has been reduced, and especially the infant mortality rate and the 
death rate from contagious and infectious diseases, with also a marked 
reduction in the number of cases, this being largely due to better 
education of the public, immediate control of epidemics, free distribu- 
tion of serums and vaccines, and free ambulant clinics for tuberculosis 
and child welfare. 





Health Unit of the Counties of St. Jean and Iberville—School hygiene. Dr. J. H. Maynard 
giving a health talk to school children. 


The results obtained by this demonstration in 1926 and 1927 
have led our Legislature to pass at the 1928 session, a special act 
respecting health units, the quoting of which, in full, might be of interest 
to our friends of the other Canadian Provinces: 


An Act RESPECTING THE CREATION AND MAINTENANCE OF PROVINCIAL 
HEALTH UNITS 


His Majesty, with the advice and consent of the Legislative Council 
and of the Legislative Assembly of Quebec, enacts as follows: 

1. The Revised Statutes, 1925, are amended by inserting therein, after 
chapter 186 thereof, the following chapter. 
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CHAPTER 186A 
An Act RESPECTING HEALTH UNITS 


1. This act may be cited as the Health Units Act. 

2. The Lieutenant-Governor in Council may establish, on the recom- 
mendation of the Director of the Provincial Bureau of Health, in the counties 
or groups of counties, as the case may be, which apply for same, public health 
services designated by the name of ‘‘County Health Units’’ and intended to 
promote and protect public health, and may set apart for the creation and 
maintenance of said health units the sums representing half of the annual 
budget of each health unit. 


Baby clinic, St. Jean-Iberville Health Department, Quebec. 


Such sums shall be taken from the consolidated revenue fund on the 
request in writing of the Director of the Provincial Bureau of Health, to be 
placed in a special fund devoted to the creation and maintenance of health 
units, held in trust by the Provincial Treasurer. 

3. In every county or group of counties in which, under the preceding 
section, a health unit has been established, the council or councils of the 
counties interested may collect. by resolution, a tax on the taxable property, 
representing for the first year at least one-fifth of the budget established by 
the Provincial Bureau of Health for such unit, for the second year one-fourth, 
for the third year one-third, and for subsequent years, one-half. All said 
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county councils may, however, establish, before the fourth year after the 
creation of a health unit, a levy representing one-half of the said annual budget. 

4. In any county in which independent city or town municipalities are 
situated, the municipal councils of the said cities or towns may hand over to 
the county health unit the care of their public health, subject to their con- 
tributing to the operating costs of the latter, on the same footing as the 
councils of the counties interested, so that the total levies raised from all 
municipalities shall represent the contribution mentioned in the preceding 
section. 

5. The Director of the Provincial Bureau of Health may, for the aforesaid 
purposes, accept and pay over to the Provincial Treasurer, in trust, any 


Lac St. Jean County Health Unit. Personnel in front of Unit Headquarters. 


contribution made by independent or foreign bodies wishing to promote the 
interests of health in the said county health units, in accordance with the 
provisions of paragraph 6 of section 8 of the Quebec Public Health Act (Chap. 
186.) 

6. The county health units shall be under the direction and control of the 
Director of the Provincial Bureau of Health who may delegate any officer of 
the said Bureau to supervise them. 

7. The appointment of the medical officer of each health unit shall be 
approved by the Lieutenant-Governor in Council who shall fix his salary. 

8. The action of the county councils and of the municipal councils of 
certain cities and towns which have hitherto contributed, by resolution, 
towards the costs of already-existing health units, is ratified. 
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9. The Provincial Secretary is charged with the carrying out of this act’ 
10. This act shall come into force on the day of its sanction. March, 1928. 


THE FINANCING OF HEALTH UNITS 


The annual budgets for our existing units have generally been fixed 
at $12,000.00, of which $6,000.00 is-contributed by the Provincial 
Government, while the balance is expected from the local municipalities 
out of the proceeds of a special health ‘‘tax’’ levied on the assessable 
property. But, for the first years, a substantial part of the contribu- 
tion of the local municipalities is provided by the International Health 
Division of the Rockefeller Foundation, upon an annually decreasing 
scale. 

It has been found out, in actual practice, that such an annual sum 
is not sufficient for the work to be done, especially in counties with 
large areas. 

For this reason and many others, it is highly desirable that, the 
conservation of the health and life of the population being a national 
problem, it should receive a national solution, by the permanent 
co-operation of the Federal Government, financially and otherwise, in 
accordance with the proposal submitted recently by the members of 
the Dominion Council of Health. 

This system of health units has, for many years, been experimented 
with very successfully in England and the United States. Properly 
adapted to our local conditions and racial characteristics, it has already 
given excellent results here. Saskatchewan and British Columbia have 
made a start in the same direction. Let us hope that, with Federal 
assistance, it will soon spread all over Canada. 


Periodic Health Examination 


cy whole plan of dealing with sickness is a poor plan. Modern medical 
science is wonderful, but the system of applying it to the needs of people 
is mediaeval. Under this system the first diagnostician is always unskilled, 
and always has a motive for postponing diagnosis, the first diagnostician being 
the sick man himself. Before he even says “Good-day” to the man of skill, 
the physician, the sick man must decide, first, that he is sick and, second, that 
he is sick beyond the ordinary means of repair, such as rest, which he can 
himself apply, and so needs skilled diagnosis and treatment. The skilled man 
comes in only after the unskilled man has made these two decisions, and he 
almost always makes them late—Anti-Tuberculosis Measures in Rural Dis- 
tricts. David A. Stewart, B.A..M.D.,.LL.D.; The Canadian Medical Association 
Journal, December, 1928, Vol. XIX, No. 6. 












Full-Time Health Units in Beitich 


Columbia 


H. E. YOUNG, M.D., LL.D. 
Provincial Health Officer, British Columbia 


T the meeting of the Dominion Council of Health held in Ottawa 
A in December 1928, the following resolution was passed: 

‘“ Resolved that the Dominion Government be respectfully requested 
to further the establishment of Full-time Health Units by the voting 
of an annual grant of money for this purpose.” 

The subject of the so-called full-time health units has been a matter 
of discussion at the meetings of the Dominion Council of Health for 
some time, and is an outgrowth of the programme of health work as 
carried out by the provinces, more particularly since the War. 

The application of health laws, rules and regulations, which were 
in force at the beginning of the War and had been for some years, 
produced such extraordinarily beneficial results in the armies that a 
greater advance was made towards educating the public to such results 
than would have occurred with another twenty-five years of teaching 
by the health authorities. Previous to the War, the voices of the health 
authorities were truly ‘‘crying in the wilderness’. The public were 
not concerned. But when they realized that the casualties in our 
forces had been reduced from 95 per cent due to sickness in the South 
African War, which lasted two years, to 5 per cent, with ten times the 
number of men engaged, in four years in the World War, it was borne 
home to them by such a practical demonstration that what the health 
authorities were saying was based on solid fact and reason, and there 
ensued an awakening of the public conscience. 

Added to this, the knowledge that the public gained of the existence 
of C3 men to the extent of one-third of those enlisting appealed to 
their business sense as a large stock taking proceeding. The disclosure 
of the defects that were materially hampering the advance of our 
civilization, of our financial returns, was a revelation of something that 
should be corrected. 

The health authorities were not slow to take advantage of this 
change in the public mind. While they realized that there was no 
great new knowledge obtained as to health procedure during the War, 
they rejoiced at the educational advantages that the War had afforded 
of driving home the fact that co-operation of the public with the 
health authorities would bring about the same results in the civil 
population in peace times. 

Previous to the War, health activities were confined in the public 
mind to sanitation, and sanitation alone. When epidemics occurred 
they were considered as a‘visitation from Providence, and every effort 
132 
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was devoted to checking the epidemic. When the epidemic was 
over, the same neglect recurred and no thought was given to the 
recommendations of the health authorities to the adoption of preventive 
measures. 

The public were in a receptive mood and asked to be shown what 
could be done. In order to bring about the same result in civil life 
that had been brought about in our armies, we had to adopt the plan 
adopted by the armies, and that was co-operation from the head 
down. The military officials of the country had definite measures to 
enforce and the enforcement began with the commander-in-chief. 
Orders were given and, under discipline, were carried out without 
question. 

In dealing, however, with the civil population, the order of pro- 
cedure had to be reversed. Under our democratic form of government, 
we could not arbitrarily order things to be done which we knew were 
advisable, nor could we expect results unless we had an educated 
public opinion behind us. The question of enforcement resolved itself 
primarily into the securing, first, a popular conception of the duties, 
in other words, a public educated in health, and also the co-operation 
of the medical profession. 

In educating the public, we first began with the voluntary organiza- 
tions—organizations that had learned what co-operation was during 
their War activities and, what was more, organizations that had learned 
their own effectiveness in carrying out a general programme which 
involved the interests of the people at large. By taking advantage of 
the interest of these organizations, we took the first step in creating a 
demand for better supervision of the health of the people, but in order 
to carry this out, we also had to educate a personnel trained in health 
work who would be able to demonstrate in a practical manner the 
theories that we were enunciating from the platform. 

Many theories were developed. There was a plethora of advice 
from people whose earnestness cannot be questioned, but whose 
knowledge of the practical application in actual governmental work 
was very vague. Our journals were loaded with papers discussing the 
question from all angles, mostly repetitions of what the other person 
had said, and, while not very practical, still all very good in stimulating 
public interest. This continued for some time and those in authority 
felt that measures must be taken to crystallize the plan in such a way 
that, by affording facilities for teaching public health in its broader 
sense, existing material could be used and so guided that they would 
form, between the administrative bodies and the public, a go-between 
that would bring home in a practical manner the plans that were 
gradually developing. 


DEVELOPMENT OF THE HEALTH UNIT PLAN IN BriITISH COLUMBIA 


I may be permitted to confine my remarks to a description of the 
plan as adopted in British Columbia, which'has proved very successful 
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and has resulted in the establishment of four full-time health units in 
the Province, in addition to the two large cities which already have full- 
time medical organizations. 


School Medical Examination , 


In British Columbia, a bill was passed by the Legislature in 1911 
which provided for the medical examination of every school child in 
the Province once a year. A complete record of the physical condition 
of each child is kept on cards provided, which remain in the school or, 
if the child changes schools, the card is sent with the child. These 
cards are marked by the medical examiner, and show the results of 
each year’s examination during the child’s school life. The terms of 
the act provided that following the examination a report should be 
sent to each parent pointing out the existence of the defects found 
and advising that the family physician or dentist be consulted. 

Some five years after the inception of the work, the school teachers, 
particularly those who had been from two to four years in one place, 
were asked for their candid opinion as to the results. They were 
unanimous in the opinion that undoubtedly great benefits had resulted 
in a certain percentage of the cases, particularly in those whose parents 
appreciated the fact that the existence of the defect militated against 
the progress of the child mentally and physically and who took steps 
to have such defects corrected, but on the other hand a too large per- 
centage of the parents were indifferent or antagonistic. In the majority 
of the defects discovered; the child was not in pain, was apparently in 
good health, and the usual answer to the question as to why nothing 
had been done was that they would grow out of it. 

The cost of the inspection was borne by the cities and municipalities, 
and, in the large unorganized districts of the Province, directly by the 
Provincial Board of Health. 

A detailed statement of the examination in each school was published 
in the Annual Report of the Department of Health, and, particularly, 
attention of the local organizations was drawn to the condition existing 
in their schools. 

The weakness of the procedure was not in the work of inspection, 
but was due to the absence of follow-up work, explaining to the parents 
the necessity of having the proper medical or dental attention employed. 


Public Health Nurses 


With the awakening of the public conscience, the next step was to 
provide the facilities for the follow-up work so as to take advantage 
of the awakened public conscience. This meant the employment of 
someone educated in public health work, one understanding preventive 
measures, to meet the parents following the medical examination and 
explain and emphasize to them the beneficial effects that would be 
derived by the child following the proper treatment and correction. 
The logical person to do this was a nurse trained in public health 
work. Such nurses were rare or practically non-existent, as our nurses, 
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trained so well by our hospitals, were trained purely along the curative 
side, and it was necessary therefore for us to provide facilities for the 
nurses’ education on the preventive side. 


The Training of Public Health Nurses 


A Public Health Course in Nursing was established in the Univer- 
sity of British Columbia. The members of the first class were graduates 
of the hospitals, possessing the Reg. N. qualification. The course 
lasted for eight months and the first class graduated in 1921. This 
was a beginning. We realized that a speciality had been established 
in nursing, that a public demand for specially trained nurses was being 
created that would provide employment for a great many, and in order 
that our nurses should be properly trained to meet such a demand, 
the course in the university was expanded, and another course added 
that would lead to the degree of Bachelor of Science in Nursing. For 
this course, the first year is taken in the university. During the follow- 
ing vacation, the nurses are in the hospital for four months, which 
four months is used practically as a selective course and allows us to 
weed out those whom we deem not fitted for the full course or fitted 
for the work.. The second year is spent in the university. The nurse 
then goes to the hospital for two years, at the end of which time she 
receives her Reg. N. This means that she has had hospital work for 


two years and four months. Then the final year is spent in the univer- 
sity, after which she graduates with the degree of Bachelor of Science 
in Nursing. Such a nurse is fully equipped in regard to her work. 
The course is comprehensive, and fits her for meeting public bodies 
and for carrying on a health programme, particularly in regard to the 
health education side. 


In the mind of the public, the word “‘nurse”’ denotes one trained 
for the exercise of the function of the bedside care of the sick. After 
providing the trained personnel, our next duty was to develop in the 
minds of the laity the distinction as between the bedside nurse and 
the public health nurse whose duties were teaching health, right 
living, encouraging hygienic surroundings, and devoting time to the 
training of children along these lines. 

In the introduction of the specially trained nurse, it was necessary 
that we should recognize the mental definition of a nurse in the people’s 
mind and endeavour to meet this by doing what we term generalized 
work. With the use of the school card providing an introduction of 
the nurse to the home, sufficient general nursing work was done to 
allay suspicion. As the education of the public increased, we found 
that the best way to obtain our object was to carry out generalized 
nursing, and not confine the nurse to the exercise of a specialty. We 
have succeeded in this to a greater extent than we had expected. 

In developing our health scheme, we have so far provided for the 
examination of the school children, the education of the nurses along 
public health lines, with slow but sure education of the public. Be- 
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ginning in 1921, we appointed one public health nurse. We have now 
in the field twenty-five public health nurses, and there are also em- 
ployed twenty-five school nurses, that is, in cities and municipalities 
where the school population is sufficiently large to demand special 
attention to this work. We have not been obliged to withdraw a 
nurse from any point. It was uphill work at first in getting the people’s 


attention, but now the difficulty is to find a sufficient number of nurses 
to meet the demand. 


A Full-time Health Service Established 


Educational work was carried on until we finally reached the point 
where we were able to show such results as to enable us to take the 
next step which was the establishment of a full-time health service. 
Our appeal, in the establishment of the public health nurses in dealing 
with the children, was based largely on humanitarian grounds and the 
appeal was made directly to the women’s organizations. In the adop- 
tion of the next step, our appeal had to be made to local municipal 
councils and school boards composed of men whose’ primary slogan in 
all election campaigns was reduction of taxation. 

At our largest health centre, the people had been educated to the 
placing of the charge for the nursing service on the taxes. In British 
Columbia, the Government allows a sum of $580.00 a year towards the 
salary of every school teacher in the rural districts. The Education 
Act, which provides for this concession, was amended so as to include 
public health nurses and dentists, and the public health nurse became 
a public health teacher. The balance of the salary was voted by the 
school board to be raised in the ordinary way through taxation. 

In this way, the suggestion of an increase of taxation did not come 
as a request for the imposition of a new tax, but rather as the suggestion 
for an increase in the scope of the work which would cost a little more. 
In meeting the municipal council, we had to show that the increase 
asked for could be offset by the saving in expenses, in regard more 
particularly to communicable diseases. This was not very difficult to 
do as it was pointed out that the addition of a full-time medical health 
officer to the staff would mean but a small increase over the amount 
being paid to the school medical officer and the part-time medical 
health officer as both of these offices would be combined under the 
new man. The examination of the school children would be placed on 
a basis that meant thoroughness, constant care, with correspondingly 
good results. After the appointment was made, there was a marked 
diminution in the number of days lost in the schools; there was no 
occasion to close the schoo's at any time on the appearance of com- 
municable diseases. The educational authorities reported very favour- 
ably as to the improvement in the mental progress of the children. 


STRIKING RESULTS 


In the year previous to the opening of our first medical unit, the 
district in which it was situated had paid $6,200.00 to the Isolation 
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Hospital for cases that had been sent into it. The following year, 1928, 
under exactly the same local conditions but with a full-time medical 
health officer in charge with a staff of four nurses and a sanitary in- 
spector, we were able to reduce the Isolation Hospital charge to less 
than $100.00. This was an argument that appealed directly to the 
municipal council. The indirect advantages, which could not be 
evaluated in dollars and cents, however, were such that a feeling of 
security was engendered, approval of the work by the official bodies 
was given and more particularly by the voluntary organizations who 
were keeping in touch, and this particular district has become an 
incentive to other municipalities. The result is that we have three 
other units established. 

The work is thoroughly systematized and we believe that we have 
accomplished what was suggested by Dr. McCullough, Chief Inspector 
of Health, Ontario, in a recent paper presented to the Dominion Council 
of Health in regard to the demonstration of the full-time health units, 
in which he suggests that, ‘‘ Perhaps the best course to pursue would be 
the organization of a few whole-time units in each province. By this 
means, mistakes in the full organization would be avoided, and those 
established would be demonstration areas of education to the public.”’ 

I will not review the prognostications made years ago by leading 
health men who were far-seeing, when they recommended the estab- 
lishment of full-time personnel in charge of health work, as this has 
been quoted so often, but would only say that the results that we have 
obtained in British Columbia have established the truth of every word 
of these pioneers. 

Such an organization enables us to branch out in the development 
of the different activities, more particularly in regard to the nursing 
service. Our plan, as carried out in the Centre mentioned above, 
begins with pre-natal work. The Vital Statistics Branch forwards to 
the medical health officer each week a list of the births registered in 
his district. The nurses immediately undertake the charge of these 
children for the first two years of life. Subsequent to that, they are 
in the group of the ‘pre-school child”, and our well baby clinics, 
mothers’ talks and correction of defects are carried on until they 
enter school. All of the defects that are discovered in the schools at 
the present time are not acquired in the school; they are acquired in 
the pre-school age. It is to our interest to have these corrected so that 
the child will enter school in as healthy a shape as possible. After 
entering school, they are under constant supervision by the medical 
health officer, and routine examinations are carried on by the nurses. 
Our aim is to have a complete history of the physical and mental 


development of the child from the time of his birth until he leaves 
school. 


In addition to this, we endeavour to carry out what is so well 
expressed by Dr. McCullough in his paper, when he says: “Finally, 
one of the most important fields of public health effort is the spread of 
education in health. Our people are intelligent enough to utilize the 
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agencies for health if they are aware of the advantages to be gained. 
Health officials well know how much easier is their work where the 
public know something of the value of healthy surroundings, good 
water, milk, and other foods, of the measures which lessen illness in 
their children, and which, if applied, lengthen adult lives.”’ 


THE Cost OF THE WorK 


In regard to the cost of the work, our first unit was established 
on the basis of 50 per cent of the cost to the municipality, 25 per cent 
to the Provincial Government, and 25 per cent was added by an 
allowance from the International Health Board. We have not asked 
for assistance, to the other places where we have started, from the 
International Health Board, as we have been able to finance these our- 
selves, but as these other three points continue to increase in import- 
ance, the cost will increase with additions to the staff, and it may be 
that such additions will exceed any possible effort at financing by the 
local authorities. 

Under the circumstances, I would urge the serious consideration of 
the resolution passed by the Dominion Council of Health, which is 
mentioned at the opening of this article, ‘‘ Resolved that the Dominion 
Government be respectfully requested to further the establishment of Full- 
time Health Units by the voting of an annual grant of money for this 
purpose.”’ 

We are very much indebted indeed to the International Health 
Board for its timely assistance. At the same time, we are firmly of the 
opinion that the care of the citizens of Canada is the duty of the state, 
that charges for necessary care should be met by the federal, provincial 
and municipal authorities, and this duty should not be shirked. 

The educated citizen is the best citizen, but there is no use of spend- 
ing hundreds of millions of dollars, as we do, in educating the citizen 
if he is not physically able to assist in the development of the natural 
resources of the country—the fields, the mines, the fisheries, the forest 
and the water powers, which are only of economic value when ex- 
ploited by man. Our natural resources are unbounded, but as potential 
wealth they are valueless, and these resourecs can only be made of 
actual worth when we have men and women of brain and brawn to 
turn these same resources into dollars and cents. 

It is not a very favourable comment on our intelligence when we 
compare the amount of money that we are spending to cure people 
with the small amount that is spent in Canada by way of prevention 
of disease. 

The two most important departments of any government are the 
Health and Educational Departments—a fact that, we believe, is 
becoming more and more realized by the people, but we must carry 
on the health educational programme with unceasing effort and vigour, 
and I do not, in my experience, think that we have undertaken a surer 
means of reaching the people by practical demonstration than we are 
now doing by the establishment of full-time health units. 
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In general, the taxpayers are willing to pay a fair price for what 
they need, but first they must learn about the needs and values. 
Measures for getting them to adopt new plans, new ideas and new 
standards require patience, tact and accurate information. Once con- 
vinced as to the merits of the service, they can be relied upon to meet 
their obligations. It is natural that a full-time health unit in one 
district will influence public opinion in neighbouring districts. Whether 
this influence is favourable or unfavourable will be determined by the 
character of the personnel employed, the tangible results obtained in 
the public health field, and the impression made on public opinion. 


The School as a Centre 


WE chose the school as our principal point of attack because it appeared 

to us that through the school we would attain closer contact with the 
population in general. Through the school we can reach the family. We can 
thus learn whether disease exists in the neighborhood and what is this disease. 
Through the school we can discover those infections which the people in the 
country may attempt to conceal, and can prevent the rapid spread of these 
infections among the school community. 

Another reason for our choice of the school as our principal field of 
activity is that there we hope to find, if not a soil well prepared, at least a soil 
most readily cultivated to receive the seed and give a fair chance of germination 
and growth. 

The child is not prejudiced, he has no preconceived notions against hygiene. 
On the contrary, it is to him a new subject with all the attraction of the 
unknown. He is so thoroughly disposed to accept all our suggestions that, 
were it not for his family and its environment, we would make him, within two 
years, a perfect model from the hygienic point of view. 

Furthermore, in educating the child we are forming the hygiene enthusiast 
of the future. By inculcating in him, from his earliest years, the principles 
of hygiene, we may hope to see, some day, our little ones growing, developing 
normally and playing, with sound minds in sound bodies.—Annual Report of 
the Health Unit of the County of Beauce, Que. Dr. J. A. Deschenes, Medical 
Officer. 








Full-Time Health Districts 
in Saskatchewan 





F. C. MIDDLETON, M.D., D.P.H. 


Acting Deputy Minister, Department of Public Health, Regina, 
Saskatchewan 


HE earliest legislation in Canada for the protection of public 
health was in the form of an act passed in Lower Canada in 
1795: ‘‘To oblige ships and vessels coming from places infected 
with the plague or any pestilential fever or disease to perform quaran- 
tine and prevent the communication thereof in the province.” It 
further stated: ‘‘In case any ship shall come from any place visited 
by the plague or any pestilential fever or disease, or has any person on 
board already affected with disease, and shall the commander or other 
person having charge as aforesaid neglect to perform quarantine, he 
shall be adjudged guilty of a felony and suffer death as in cases of 
felony without the benefit of the Clergy.’”” This was intended as a 
barricade against such diseases as: cholera, plague, typhus and smallpox, 
being brought from without. 

The first sanitary commission in Canada was appointed in 1832 in 
Quebec, and in 1833 an act was passed in Upper Canada: ‘‘ To establish 
Boards of Health to guard against the introduction of malignant and 
contagious and infectious disease in the Province, and the formation of 
Local Boards of Health.”’” In 1849, the year of the second outbreak 
of cholera, the act became ‘‘An Act to appoint a Central Board of 
Health.” Although this board was only appointed for a fixed tempo- 
rary period, much opposition was brought forth against the act, the 
expense for such a board being considered unjust. These attempts at 
protection were only partially successful as cholera appeared again in 
1854-55 in epidemic form. 

In the year 1867, the year of Confederation, the Canadian Medical 
Association was formed at Quebec, and at that time a resolution was 
adopted providing for the appointment of a strong committee on 
public health, to promote the establishment of a federal board of health. 
A federal department was not established until 1919. 

This committee of the Canadian Medical Association in 1868 
brought in a report as follows: 

‘‘Here and there in Canada the municipalities have taken steps to 
remedy existing affairs; but their efforts are too partial in their action 
and too limited in their scope to be productive of any important ad- 
vantages. A necessity therefore exists for the introduction by the 
Government of a comprehensive system of sanitary laws, not so com- 
plete, perhaps, as those of the Mosaic code nor so severe in the punish- 
ment of any violation of them.” 

Over sixty years ago, therefore, it was realized that public health 
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efforts, to be of value, should be comprehensive in scope, should be 
general, and should be continuous. 


Unfortunately, to speed up public health progress it seemed neces- 
sary to experience epidemic disaster. 


PROVINCIAL HEALTH LEGISLATION 


In 1884 The Public Health Act of Ontario was passed, and when 
the Montreal and Quebec outbreak of smallpox of 1885 occurred, which 
meant 7,000 deaths, Ontario at once organized 563 local boards of 
health in 600 municipalities, 283 medical officers, 160 sanitary inspec- 
tors and many vaccination officers, with the result that only 18 deaths 
from smallpox occurred in the latter province. The possibilities of 
organized health work were demonstrated and in 1886 Quebec passed 
its Public Health Act. Some time later Nova Scotia provided for a 
full-time medical officer of health, and divided the province into four 
health districts, each with a medical officer. About the same time 
New Brunswick appointed a cabinet minister as Minister of Health, 
with a Chief Medical Officer, and a fully equipped laboratory was 
established. Manitoba, which was admitted into Confederation in 
1870, formed its health act about 1891, largely after the Ontario act. 
British Columbia was next to form a board of health and in that 
province the superintendents of the provincial hospitals were utilized 
as health officers. The Provinces of Saskatchewan and Alberta were 
organized in 1905 and, previous to this time when they formed part of 
the North West Territories, what public health work was done was 
undertaken by the North West Mounted Police, chiefly under the 
Federal Director of Public Health, acting under the provisions of the 
Public Health Ordinance of 1902. Saskatchewan appointed its first 
Provincial Medical Health Officer in 1906, under the then Minister 
of Agriculture, Honourable W. R. Motherwell, and in 1909 a new 
Public Health Act was passed creating the Bureau of Public Health, 
which provided for a Commissioner with the Minister of Municipal 
Affairs in charge. In 1923 the Department of Public Health replaced 
the Bureau, and a separate Minister of Public Health was provided for. 

Many important regulations have been passed under the Public 
Health Act, to meet various conditions as they have presented them- 
selves from time to time, but possibly the most important amendment 
to the Public Health Act was that passed in 1928 and 1929 making 
provision for the formation of full-time health districts, in Saskat- 
chewan. 


THE NEED FOR FULL-TIME HEALTH DIsTRICTS 


Although each province has adopted health legislation and health 
organization which is considered most suitable to its peculiar needs, 
all provinces appear to be very definite in endorsing a scheme whereby 
the people of the rural and smaller urban municipalities may become 
a part of a full-time health district. It is realized of course that urban 
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centres of over 20,000 population should have a full-time medical 
health officer, with the usual health staff, and there is no valid reason 
why a similar health service to that of a city health department should 
not be possible for a rural district, to be adapted to rural conditions 
and requirements. Obviously a rural health service cannot be so 
intensive as a city service, and owing to distances to be travelled and 
a scattered population, the rural service is bound to be somewhat 
more expensive. 

The vital statistics history in the registration area of the United 
States would appear to indicate that the rural districts have at present 
a higher death rate than the cities. This however did not obtain until 
the past 10 or 15 years. Previous to 1900 the mortality rate in rural 
districts was only about three-fourths that of the cities; recently it has 
been 8 or 10 per cent higher. Possible explanations for this change 
might include—a shifting of young people from country to city; better 
hospital facilities in cities; or better statistical records now being kept 
in rural districts; but the most probable explanation is that there 
is more effective continuous and organized protection of health in 
cities than in rural districts. 


The Problem in Saskatchewan 

In the Province of Saskatchewan in 1927, the provincial death rate, 
which of course is considered as the index of the health condition, was 
7.2 per 1,000 population. In the cities the death rate was 8.0; in towns 
10.6; in villages 12.5 and in the rural municipalities it was 6.0. This 
would suggest the need for more attention being paid to health con- 
ditions in the rural areas. The importance of suitable diet, the necessity 
of adequately segregating cases of communicable disease, the protection 
from pollution of water and milk supplies, are only a few of the problems 
in which a responsible local health agency could assist. 

Saskatchewan being an agricultural province, it naturally follows 
that the population here is largely rura!, as shown by the following: 
The cities contain 13.5 per cent of the population; towns 7.7 per cent; 
villages 8.5 per cent; rural municipalities 66.2 per cent; unorganized 
territory 2.7 per cent; Indians 1.1 per cent. Over three-quarters of 
the population of Saskatchewan is therefore rural and is scattered 
over an area averaging 335 miles from East to West, and about 350 
miles South to North. This area does not include the hinterland in 
the North which is only sparsely settled as yet. 

There are three cities of over 20,000 population, two of which have 
medical health officers giving their whole time to this work. They 
are assisted by the usual technical city staff. In the smaller cities, 
towns, villages and rural municipalities, the medical health officer is a 
local practising physician, giving more or less of his time to public 
health for little or no remuneration. In many places he is only paid 
for actual work done at the request of the local board of health. Dr. 
McCullough of Ontario has been condemning this system of part-time 
health officers for years, as not getting results which should be obtained 
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along public health lines. He has pointed out that the part-time 
medical health officer usually does not have training in public health 
work, except that acquired by experience. He often does not really 
care to act in that capacity, as he finds in some cases he loses practice 
in communicable diseases, because, by attempting to carry out his 
duties, he is liable to make bad friends. From the compensation he 
receives he feels that he cannot afford to give much public health service 
to the community and when he does, his motive, however sincere, may 
be misconstrued, owing to lack of education of the public from the 
public health view point. The full-time health officer is not handi- 
capped by those factors which undoubtedly do more or less handicap, 
the private practitioner. 


Solution of the Problem 

It is not possible for federal or provincial governments to maintain 
health organizations which can reach every individual and be in 
readiness to protect every area at all times, but it is the duty of a 
government by co-operation and assistance to have created the best 
possible form of local administration for conserving health. This 
assistance can be best given in the form of suitable legislation, coupled 
with financial aid, which will enable the rural units to put into effect 
the full-time health scheme. 

Experience has indicated that the proper foundation for rural health 
service is the full-time county health district (or rural unit equivalent 
to a county) under the direction of a whole-time trained health officer, 
public health nurse, and sanitary inspector. 

This scheme is not new nor in the experimental stage, as very satis- 
factory results have been obtained in England and the United States, 
and also in Quebec and British Columbia where it has been inaugurated 
and is being rapidly adopted. 

In the United States this scheme was an outgrowth of efforts, 
principally in the Southern States, for the control of hookworm disease 
in 1910-1915, and financed largely with funds supplied by the Rocke- 
feller Sanitary Commission. It started first with a full-time health 
officer, but it was soon discovered that the aid of health nurses and 
sanitary inspectors was needed if progress was to be made at all. As 
the result of enlarging the staff there came into existence the full-time 
county health organization, and very soon every health problem 
was included in the programme. In Grenville County, Virginia, where 
this scheme was adopted in 1912, 65 per cent of the people were 
infected with hookworm, and in 1923 the number infected had been 
reduced to 8.5 per cent, a reduction of 86 per cent due to the organized 
efforts of the health unit. In 1914 there were only 3 such units in 
the United States; these increased to 35 in 1918; 43 in 1920; 214 in 
1923 and 337 in 1927. An encouraging feature is that any county 
which has entered this scheme invariably continues to support it. 

In addition to state financial aid, the United States Public Health 
Service at Washington contributes part of the expense. Realizing 
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that on account of distances and cost of transportation health work 


in the country costs more than in the city, they feel justified in making 
such grnats. 


The Movement towards Full-Time Health Districts in Saskatchewan 


In the year 1916, the late Mr. Thos. Watson, who was at that time 
Chief Sanitary Inspector in the Saskatchewan Bureau of Public Health, 
suggested that, from a sanitation point of view, permissive legislation 
should be provided whereby several rural municipalities and the urban 
centres contained therein might engage the services of a full-time 
sanitary inspector. Such legislation was passed in 1919, although the 
first district sanitary inspector was appointed in 1916. 

Sufficient education of the various councils had not been under- 
taken at that time, and the scheme in that district was abandoned. 
Since then, in December 1925, another district which includes 15 urban 
centres and 6 rural municipalities, has adopted the full time sanitary 
inspector scheme, under the supervision of the Department of Public 
Health, the arrangement being that the area included in the scheme 


provides the salary, and the Department provides the transportation 
expenses. 


In May 1928 the school nurses of the Hygiene Branch of the Depart- 
ment of Education were transferred to the Department of Public 
Health, and now these nurses along with the former nurses in the 
Department of Public Health form the Division of Public Health 
Nursing. These eleven nurses have each been given a district where 
they render a generalized public health nursing service. 


With the nucleus of full-time health service already fairly well 
introduced into this province it would appear that the time is now 


ripe in Saskatchewan for the organization of definite full-time health 
staffs in the rural districts. 


Enabling Legislation Enacted 


Legislation providing for the establishment of full-time health 
districts in Saskatchewan was enacted in May 1928. This legislation 
provides that the Minister may prepare a scheme for the organization 
of full-time health districts, each district to consist of not less than 
eight rural municipalities, and the urban municipalities within their 
boundaries, except those having a population of 10,000 or over. The 
scheme which names the municipalities is submitted for the approval 
of the respective councils; it provides for the appointment of a staff 
consisting of a duly qualified medical practitioner, one or more sanitary 
inspectors, one or more trained nurses, and a secretary technician 
(Standard Unit), who shall devote their whole time to the promotion 
of the health and sanitation of the district; it provides that an estimate 
of the expense involved must be given; and it also provides that one- 
half the expense is to be borne by the municipalities. . For the time- 
being the balance of the expense is assumed as follows: one-quarter by 
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the Rockefeller Foundation and one-quarter by the Province. The 
Local Government Board apportions the expense to be borne among 
the co-operating municipalities. The scheme is binding for three years. 
This is considered necessary as it is known that better health is obtained 
only by a strict application of certain principles over a period of time. 

From experience in organizing these districts it had already been 
found that the original legislation required amending, so that at the 
session which just closed on February 2nd, 1929, an amendment was 
passed making provision whereby it is not necessary to include all 
small urban municipalities contained in the area. In other words one 
small village, if it refuses to join, cannot now hold up the whole scheme. 
The amendment also provides that afteradistrict has been formed an 
adjoining municipality may be added, or if considered advisable by 
the Minister, a municipality in a district may later join another district, 
provided, of course, a new municipality can be added to the original 
district in order to keep the total assessment up to what it was at the 
beginning. Further, all appointments are to be made by the Minister, 
and the staff will be considered as members of the Department of 
Public Health, and will come under the provisions of the Superannua- 
tion Act. 


Gravelbourg the First District 


One district with headquarters at Gravelbourg is already practically 
organized and will include 8 rural municipalities, one town and 15 
villages. For those not familiar with the survey of the middle west 
provinces it may be well to explain that a rural municipality represents 
an area 18 miles square (18 miles by 18 miles) so that 8 rural munici- 
palities would represent 2,592 square miles. The population for this 
district is 22,093, of which 17,824 is rural and 4,269 is urban. On the 
average this is equivalent to 8.5 persons per square mile. The assess- 
ment is $34,434,532. 

Estimating that the cost of supplying the services of a full-time 
health-officer, a public health nurse, a sanitary inspector and secretary- 
technician, providing three cars for transportation, renting and equip- 
ping an office where records may be kept and laboratory work may be 
done, will amount to $14,000.00, the portion to be provided by the 
district will be $7,000.00. This service will therefore cost the munici- 
pality about one-fifth of mill on the total assessment or about 35 cents 
per capita. . 

We have been fortunate in that three of the staff for this district 
were permitted to take a special course through the courtesy of the 
Rockefeller Foundation, enabling them to see and take part in similar 
work in the United States, and to visit up-to-date health departments 
in the East. 


THE PERSONNEL AND THEIR WoRK 


As this is a new form of health service for the rural districts, one 
of the first steps to be taken by the medical officer will be to have the 
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sanitary officer make a sanitary survey of the district. This will 
furnish him with a general knowledge of the care taken to protect the 
water, milk and food supplies for the people of the urban centres as 
well as that on individual farms, of the housing conditions, of the 
number of sanitary privies (those the contents of which will not pollute 
the water supply, and to which flies cannot have access), of the manner 
in which waste is disposed of, nuisances, and of sanitary conditions in 
general. He will assist in seeing that quarantine measures are carried 
out and in seeing that thorough cleansing is carried out after com- 
municable diseases. 

The public health nurse will be engaged in school inspection work 
(follow-up), promoting personal hygiene including mouth hygiene, 
doing home visiting, arranging pre-natal clinics in pre-school examina- 
tion clinics, giving home nursing instructions, assisting at immunization 
clinics, and keeping nursing and maternity homes under supervision. 

The secretary-technician will attend to the stenographic office 
work, keep records and statistics, do ordinary laboratory work for the 
medical officer and local physicians, including examination of water, 
milk, sputum, swabs, smears, Widals, etc. A supply of vaccine and 
sera will be kept at this office for distribution. 

The medical health officer will do medical inspection in schools, 
assisted by the nurse; attend at the pre-school clinics; be available for 
consultation in cases of suspected tuberculosis, and other communicable 
diseases; arrange for immunization work; encourage periodic examina- 
tions of the apparently well; give lectures; arrange public health 
exhibits and demonstrations. 

It is hoped that in the schools, the six point programme may be 
successfully carried out,—namely, to have all children strive to attain 
normal weight and have defective eye, ear, throat and teeth conditions 
corrected, and to have all children immunized against those diseases 
for which we have a known protection. 


The accompanying chart shows the organization of a unit with the 
duties of the officials enumerated. 


More Futt-TmeE HEALTH Districts ESSENTIAL 


We are hoping to have at least four of these full-time health dis- 
tricts in operation this year, and our objective will not be reached 
until there are at least 25 such districts established. 

At the two meetings of the Dominion Council of Health held last 
year, full-time health districts were discussed and the Council unani- 
mously adopted a resolution recommending that the full-time health 
unit be adopted by all the provinces of Canada, and the Minister of 
Health was asked to help in making it a national movement. Doctor, 
the Honourable J. H. King, Minister of Health, thoroughly approved 
of the resolution and further showed his endorsation of the scheme by 
assuring the Council that he would endeavour to have financial assist- 


ance obtained for the provinces at the 1929 session of Parliament, for 
the purpose of assisting in this work. 











ORGANIZATION IN SASKATCHEWAN OF A FULL-TIME 
HEALTH DISTRICT* 


MINISTER OF PuBLic HEALTH 


| 
Deputy MINISTER 
| 


District HEALTH OFFICER 


Duties 


Direction of the work of the District. 

Health education—lectures, exhibits, demonstrations. 
Epidemiology (consultation with local doctors). 

School hygiene—physical examination of school children. 
Pre-school examination clinics. 

Pre-natal clinics. 

Promote immunization work—against, 
theria; Typhoid; Scarlet Fever. 
Encourage periodical medical examination. 
Have reports compiled—Meet Municipal Councils. 


Smallpox; Diph- 


99 NAW SPNe 


SANITARY INSPECTOR 


Duties Duties 
. Health education — lectures; . Health Education — Lantern 
demonstrations; mothers’ con- slides. 


NuRSE 


ferences. 

. Pre-natat'and maternity work. 

. Infant hygiene clinics. 

. School hygiene—Aid in physi- 
cal examinations; stimulation 
of correction of defects; 
follow-up work. 

. Home visiting. 

6. Home Nursing Classes; Junior 
Health Leagues. 

. Assist at Immunization clinics. 

. Inspection of Nursing and 
Maternity Homes. 

. Tuberculosis and Trachoma— 
visits. 


. Quarantine and Isolation, Dis- 
infection. 

. Inspection of Villages, Hotels, 
Restaurants, Slaughter Houses; 
Food and Meat Markets; 
Dairies ; Tourist Camps; 
Nuisance Grounds. 

. Sanitary Toilet installation and 
supervision. 

. Abatement of Nuisances. 

. Inspection of Public and 
Private Water and Milk sup- 
plies; Collection of Water 
samples and Milk samples. 

. Sanitary Survey of District. 
Housing. 

. Meet Municipal Councils. 





SECRETARY-1I ECHNICIAN 


Duties 


. Correspondence, records, spot 


maps, 


graphs. files. 


. Statistics — Mortality; births; 
morbidity records. 

. Stenographic work. 

. Distribute vaccines, sera, etc., 
and laboratory containers. 

. Laboratory examinations: 


Water; 
smears; 


milk; sputum; swabs; 
widals. 


. Keep supply of Public Health 


literature. 


*Unit consists of 8 rural municipalities, including urban centres; population 
about 22,000 to 25,000; Assessment $35,000,000 ; 
Area 2,592 square miles. 
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A large percentage of this work will be in the interest of the child. 
The provinces now enjoy grants from the Federal Government to aid 
in vocational education and household science, supervision, and I am 
satisfied that it is not necessary to point out that the physical develop- 
ment of a child is quite as important to the child and to the state, as its 
mental development and instruction. 

Dr. J. A. Ferrell, Associate Director, International Health Division, 
Rockefeller Foundation, in emphasizing the need for a continuous and 
readily available health organization at all times, compares health 
service with a fire brigade. He says a health service given to a district 
spasmodically, say for a week twice a year, is as inefficient as a fire 
brigade or police service for a town would be, if given only for a week 
twice a year. The emergency character of many public health activities 
renders it necessary to have full-time workers stationed permanently 
within easy call of all parts of the community. An official service that 
is adequate, continuous and permanent should be our goal. 

This appears to be the most effective machinery for the protection 
of the health of the rural population, and is the greatest single medium 
for the advancement of public health to-day. 














Why Periodic Health Examination---An Answer 
Written in 1861 


mei tore perfectly convinced, from my own observation and experience in 

practice, that patients never think of consulting their doctors till these 
conditions of impaired general health have advanced far enough to have been 
developed into some form of disease; that thousands and thousands of people, 
believing themselves to be in health, are nevertheless undergoing these early, 
occult, and evasive stages of defect in the physiological state; and that such 
persons may be considered to be in health, not only by themselves, but by 
anyone accustomed to associate with them, even though it be a physician, and 
that even if they submit to a medical examination as ordinarily conducted, they 
may be declared to be in health. 





















“T wish, then, to propose as the only means by which to reach the evil and 
to obtain the good, that there should be instituted, as a custom, a system of 
periodical examination, to which all persons should submit themselves, and 
to which they should submit their children. . . 

“If such a plan as I have here proposed were to be faithfully and con- 
scientiously carried out by the present and rising generation of well-educated 
studious medical men, I think no one can doubt, after a careful consideration 
of the subject, that immense benefit would be conferred on the public.”— 
Dr. Horace Dobell. Lectures on the Germs and Vestiges of Disease, and on 


the Prevention of the Invasion and Fatality of Disease by Periodical Examin- 
ation, 1861. ; 


Editorials 


COUNTY HEALTH UNITS 


HERE is no doubt that the county health units will provide the 
a} solution of the most pressing health needs of Canada. In the 
larger urban areas the benefits of a well financed, fully organized 
full-time health service have been obvious for many years. On the 
contrary the high sickness and mortality rates in areas not so cared for 
have been a manifest demonstration of the need of trained full-time 
service. One could, without much difficulty, select various areas in 
Canada in which contrasts of a most striking character are evident. 
In spite of some exceptions, generally the areas where part-time service 
is relied upon are characterized by neglect of many of the fundamentals 
which have come to be looked upon as essential if sickness rates and 
death rates are to pursue a progressively downward course. The best 
work is found in the places (until recently only in cities) in which a 
full-time trained personnel has been made possible. 

In various parts of Canada, notably Quebec, the county health unit 
has proved to be eminently satisfactory. In other sections of the 
country such units would be established were it made financially 
possible. There is no doubt that, were a method evolved for lightening 
the burden which many counties or similar areas may feel excessive 
under present conditions, the idea would spread very rapidly. 

One cannot but feel that, in view of the proven fact that organiza- 
tion of the county health unit type will definitely save life, a determined 
effort should be made to make such organization possible for the whole 
of Canada. The relative poverty of any section of the country should 
be no reason why that section should be neglected. After all we are all 
Canadians whatever province we live in, and surely the part of the 
Dominion Government is to see that in every part of Canada the most 
valuable of our assets—human life—is cared for. 

Dominion subsidy of the provinces on condition that the provinces 
and municipalities do their part is the only solution of the problem. 
The Canadian Public Health Association has no hesitation in urging 
every Member of Parliament to give vigorous support to such a project 
in the full belief that the Dominion-wide scheme which should result 


would pay heavy dividends in the lives and health of citizens saved for 
Canada. 
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AN INTERESTING ANGLE 


N discussing the question of the need for full-time health service in 
I rural as well as urban areas there are some phases of the problem 
which one is likely to forget. One realizes, of course, that theoreti- 
cally certain diseases, for example, typhoid fever and diphtheria, are 
definitely preventable and that with proper attention to children many 
of the ailments of later life may be prevented. One often forgets, how- 
ever, the part that the physician must play in this and the training he 
must have if he is to be completely effective. 

Past generations of physicians have been trained in the school of 
curative medicine; and in spite of the knowledge which makes them 
effective in the curative sphere, too frequently, if not generally, their 
attitude has been in accord with that of the general public. The public 
wait to consult a physician until incipient disease has become serious. 
And the doctor waits for the serious disease to come to his office, making 
little or no effort to prevent it. 

The physician of the future will pay greater attention to prevention, 
and in prevention the health officer must be a specialist, trained by 
special departments to do special work; and, when the physician trained 
to do this special work graduates from his medical school, there must 
be adequately paid and responsible positions ready for him. Other- 
wise he will not desire to take the special training which is essential if 
he is to carry on in a career which will mean much to the community 
in which he does his life work. 

Dr. J. G. FitzGerald, Professor of Hygiene and Preventive Medicine, 
in the University of Toronto, pointed out in a recent interview the 
significance of this phase of the question. At present in spite of the 
work of great philanthropies, such as the Rockefeller Foundation, in 
founding special schools for the teaching of hygiene and preventive 
medicine, the prospective health officer has little ahead of him to 
encourage him to embark in a public health career. Training he can 
get, but, if at the end of his medical course there is nothing but a position 
in Ceylon or China available for him, it is little wonder if he hesitates 
to depart from the conventional ways pursued by previous generations. 
It is not too much to say that if the county health unit scheme is suc- 
cessful the stimulus given to the teaching of preventive medicine will 
be immediate and the number of medical graduates prepared to pursue 
a public health career will be increased. Within a reasonable time the 
effect on the average health of our citizens will be far more striking 
than most of us imagine. 








NUTRITION 
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A HEALTH FOOD IN RELATION TO THE PRE-SCHOOL CHILD 


Aurrep P. Hart, M.B. 


O much has been written and said 
during the past few years about 
the proper food and its importance to 
children of pre-school age that it 
might be of greater benefit, in a neces- 
sarily short article, to dwell more upon 
the question of getting children of this 
age to take the proper foods than to 
reiterate too minutely what these 
foods should be. As one sees the 
problem in practice, it is much more 
frequently a question of the mother 
not being able to get the child to take 
what she knows to be best for him, 
and of whigh she usually has a fairly 
rational general idea, than a question 
of gross ignorance as to what he 
should have. 

Briefly, in considering what these 
foods should be, one must supply fat 
and carbohydrates for the tremendous 
energy requirements of this age; pro- 
tein for the formation of new cells and 
the repair of old ones: inorganic salts, 
water, vitamins, and cellulose or waste 
material to give bulk and keep the 
bowels functioning. 

Regarding carbohydrate: about 50 
per cent of the diet should consist of 
this. Nature intended that the sugar 
which we require should be taken in 
fresh fruits and vegetables and not as 
cane sugar. When mothers replace 
the demand for carbohydrates by giv- 
ing large quantities of sugar on cereal 
and other disliked articles of food in 
order to induce the child to eat them, 
they not only destroy the appetite for 
other better and necessary food but 
they create an appetite for this one 


sugar to the exclusion of other sugars, 
and this is so concentrated that it may 
irritate the lining of the stomach caus- 
ing indigestion and bilious attacks. 

The starch in our diet is largely 
supplied by bread and cereal. The 
whole-grained varieties contain other 
valuable mineral substances and so are 
preferable for daily use. If, then, 50 
per cent of the diet consists of car- 
bohydrate supplied in the form of pro- 
per cereals, bread, green vegetables 
and fresh fruits, excluding sweets, 
pastries, icings, and concentrated 
sugars, except in very small amounts, 
we will have fulfilled the requirements 
as far as this element is concerned. 

The fat, which should constitute 
about 35 per cent of the daily diet, is 
supplied in butter, the cream of whole 
milk, bacon, and egg. Children fre- 
quently do not tolerate cream well 
when given in more concentrated form 
than as it occurs in ordinary whole 
milk. Even the richer Jersey or 
Guernsey milks are often poorly tol- 
erated. 

The protein, which should supply 
15 per cent of the daily dietary, is best 
supplied in the form of meat, eggs, 
fish, peas, or rather lentils, and milk, 
or its products. This element in the 
diet, which is so important for the 
formation of new cells and the repair 
of old ones in the active and growing 
child, is frequently deficient in pro- 
portion. 

The inorganic elements are extreme- 
ly important. Calcium, iodine, and 
iron in adequate amounts are 
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especially to be considered because the 
other minerals are so abundantly sup- 
plied in any rational diet that they do 
not need the same attention. The 
calcium is most abundantly supplied 
by milk and green vegetables; iron in 
egg yolk, beef, spinach and other 
green vegetables; iodine in salt water 
fish and iodized salt. 

Large quantities of water for the 
growing child cannot be too strongly 
emphasized, and, as to the necessity of 
vitamins, so much has been said that 
every lay person these days realizes 
their need. Ina rational diet contain- 
ing proper proportions of green vege- 
tables, fresh fruits, milk, butter, egg- 
yolk, and fresh meats, these will be 
contained in sufficient quantities for 
the pre-school child, particularly if at- 
tention is paid to fresh fruits to supply 
the anti-scorbutic vitamins, and egg- 
yolk or cod liver oil is given to secure 
an adequate supply of the anti-rachitic 
vitamins. 

As previously stated, most individ- 
uals have a fairly rational idea as to 
what a pre-school child’s food should 
consist of and, as a rule, this pretty 
well incorporates all the fundamentals 
mentioned above, although, of course, 
they may be ignorant of the reasons 
for it all. One of the greatest diffi- 
culties seems to be that, in a number 
of instances, the child will not take 
what the mother knows he should be 
taking, and the greatest factor in bring- 
ing about this condition is faulty train- 
ing and resulting habits. The first 
mistake in this regard is very fre- 
quently made when the child is quite 
young. A great deal has been said 
in recent years, by child psychologists 
in particular, that food should never 
be forced upon a child. It is the usual 
custom among pediatricians to com- 
mence giving cereals at six months, 
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and occasionally before. Some infants 
at this age take them without any 
trouble but others refuse with all the 
means at their disposal. If, at this 
age, one did not insist and make the 
child take cereal, he would simply go 
on taking nothing except liquids, be- 
coming more and more pale, anaemic, 
soft and flabby, and gradually lose his 
appetite even for the liquids. He 
would, however, be perfectly happy in 
one particular, that is, that he did not 
have to take solid food. Here so- 
called “starving him to it” is of no 
avail, and each week or month that 
the conflict is put off multiplies his re- 
sistance tenfold so that, if it is con- 
tinued too long, it frequently becomes 
impossible for the mother to gain con- 
trol in this particular, and strangers 
have to take command, ent@ling a 
bitter struggle for both child and 
nurse. When these children learn that 
they must take what they are told, they 
have no aversion to the food and take 
it with perfect relish, although one 
has seen such children, eating perfectly 
in the hands of strangers and perhaps 
doing so for a few days when returned 
to their old environment, suddenly 
realize that they are back with mother, 
and again start to assert their auth- 
ority and refuse to take their food. 
Depending entirely upon the character 
of the mother, these children may be 
disciplined and taught that they must 
take their meals properly, and eat what 
is put before them nicely and without 
question: or frequently there is a com- 
promise and they take some of the 
things which they like and refuse to 
take the things which they do not like 
quite so well. They do not get the 
properly balanced diet in correct pro- 
portions at all. They become “picky” 
eaters with poor appetites and acquire 
the physical condition of undernour- 














ished, nervous, irritable, and generally 
below par individuals that will prob- 
ably stay with them throughout life. 
Too much cannot then be said for the 
training of proper habits of eating 
from earliest infancy. Mych depends 
upon the patience of the mother in 
insisting upon each step in the changes 
of the child’s diet being thoroughly 
mastered. One has seen many cases 
where the first teaspoon of cereal, for 
instance, has taken as much as one 
hour of the mother’s time to give. 
When, however, the child learned at 
that first sitting how to eat this cereal, 
he has gone on from that time with 
very little difficulty in the subsequent 
changes necessary in his feeding. If, 
on the child’s first attempt at refusing 
an article of food, the mother goes 
right ahead with an air of indifference 
but with a positive attitude that there 
is absolutely no question but that the 
child shall take it, he will soon accept 
the fact and look upon the mother as 
invincible in this regard. A child so 
managed will seldom form wrong 
habits of eating, unless some physical 
condition is the cause of it. 

Probably one of the strongest in- 
fluences in maintaining proper habits 
of eating is that of example. If par- 
ents eat only the proper kinds of 
wholesome nourishing food and eat 
them without question, as a rule the 
child will copy and take it as a matter 
of course that he should do so as well. 
How often the child does not eat 
spinach because, at a very tender age, 
he has heard his father, who is his 
hero par excellence, say in a moment 
of indiscretion that he never could eat 
spinach or never liked it. The mother 
may also, by being overly anxious in 
the case of the child where good habits 
have not been formed from infancy, 

defeat. her own purpose in trying to 
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get him to take sufficient food. He, 
realizing that it makes him the centre 
of attraction, will not easily forego 
that position. Here an air of indiffer- 
ence as to whether he eats or not, but 
an insistence on his eating properly 
each course as it comes or being sent 
to his room from the table and given 
ten minutes in which to return and 
eat properly or wait until the next 
meal, will frequently soon have the 
desired effect. The serving of small 
portions, daintily prepared and with as 
little bulk as possible, may be of dis- 
tinct service in training these children 
to good habits. Here it may be use- 
ful to reduce the bulk of the meal by 
giving the milk entirely cooked in the 
foods and not as a drink. A cheerful 
attitude at meal time with pleasant 
topics of conversation are just. as 
necessary with the child as the adult. 
The worried, harassed mother does 
not contribute to such an atmosphere. 
It is perhaps hardly necessary to state 
that these children should have their 
meals at stated hours and be confined 
to three meals a day with no food in 
between. Coaxing and nagging beget 
similar results to over anxiety, and 
argument is to be avoided. An air of 
indifference so that the child will not 
feel that he is at all the centre of at- 
traction brings much more gratifying 
results. Praise and encouragement 
for praiseworthy conduct, however, 
may be used freely. In children past 
the age of infancy brief starvation 
periods may be of great service in 
getting them to eat properly. 
Although we have dwelt rather ex- 
tensively upon habit as one of the chief 
causes of not taking food properly in 
the pre-school child, other physical 
causes should not be overlooked. In 
the absence of any actual acute dis- 
ease, one of the most frequent physi- 
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cal conditions is the presence of 
diseased tonsils. It would, of course, 
be folly to expect the best results from 
any training if physical causes were 
left unremedied. Proper rules of 
hygiene with regular and abundant 
rest and plenty of fresh air are of 
course essential. 

With our present day knowledge of 


HEALTH JOURNAL 





what is necessary in the diet of the 
child and our realization of its im- 
portance, one feels that, if children 
form proper habits so that they may 
avail themselves of the benefits of this 
knowledge, we should have grow up a 
race physically fit to meet the demands 
of even the present day strenuous 
mode of living. 


PUBLIC HEALTH ENGINEERING 
T. J. LAFRENTERE, C.E. Anp A. E. Berry, C.E., Pu.D. 


TRENDS IN WATER TREATMENT AND SEWAGE DISPOSAL 


WATERWORKS and sewerage 
programs are receiving very 


favorable consideration of the public 
at the present time. These programs 
include the construction of new sys- 
tems as well as the installation of 
water purification and sewage disposal 
works. Important projects, essential 
for public health protection, and in- 
volving large expenditures have been 
recently completed or are planned for 
the immediate future. This awaken- 
ing of interest in these municipal 
activities may be attributed to several 
factors including favorable financial 
conditions, increased public demand 
for modern conveniences, and pressure 
by public health organizations. 

In the field of domestic water sup- 
plies a marked tendency is apparent 
towards improvement in safety meth- 
ods, together with higher standards in 
palatability and appearance. Chlor- 
ination has been practised with re- 
markable success in recent years as a 
safety measure. The practice is now 
general where surface supplies, even 
suspected of pollution, are used. It 
is recognized as essential even where 
the water is filtered, and the present 
practice of utilizing chlorination in 


conjunction with mechanical filtration 
is almost universal. The development 
of modern equipment has succeeded in 
almost entirely replacing the old 
bleaching powder application by 
liquid chlorine. 

Public demand can no longer be met 
by safety alone in a water supply. 
Public supplies must, in addition, be 
palatable and possess a good appear- 
ance. For this reason, as well as for 
additional safety, large sums are be- 
ing expended for modern filtration 
plants. The City of Ottawa has under- 
taken the construction of a filtration 
plant at an expenditure in excess of 
one and a quarter million dollars. 
Niagara Falls is also proposing to 
spend half a million dollars on a simi- 
lar project. At Montreal a new rapid 
sand filter plant with a capacity of one 
hundred million gallons per day has 
been completed as an addition to the 
existing system. The City of Toronto 
is about to start construction on a 
duplicate waterworks system which 
will include a mechanical filtration 
plant. In addition to such purification 
works much interest is being shown 
in the construction of new systems in 
the smaller centres. This is evidently 


















the result of a desire for modern fac- 
ilities: in the home. The present time 
appears to be quite opportune for such 
projects. These’ should materially 
assist in the improvement of the sani- 
tary environments and afford addi- 
tional protection to the public health. 

Sewerage and sewage treatment have 
similarly been given added attention 
in recent years. New systems are be- 
ing installed in a number of munici- 
palities, and modern treatment works 
in others. In the complete sewage 
treatment “works of Ontario the 
activated sludge system is finding 
success. It produces a very successful 
effluent, and is not difficult to operate. 
The adoption of this system has tended 
to decrease stream pollution and to 
dispose of the sewage in a most satis- 


SERIOUS diminution of normal 

vision is one of the commonest 
physical defects found among school 
age children. The percentage of 
children affected varies according to 
their age, the generally accepted 
average for all ages being about ten 
per cent. These figures are based on 
the results of the routine examination 
of the school age group by school 
medical officers, school- nurses and 
teachers. In most instances, the 
method of examination used is the 
simplest possible, usually testing for 
shortsightedness by a Snellins’ test 
card. This group would -apparently 
not take care of cases of hyperme- 
tropia in need of treatment, or those 
cases, who, taking full advantage of 
the apparently wide range of accom- 
modation possessed by children at 
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CHILD HYGIENE 
H. E. Younc, M.D., anp J. T. Parr, M.B., D.P.H. 


DEFECTIVE VISION IN CHILDREN 
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factory manner. New plants of this 
kind have been built during the last 
year in Ontario at Orangeville, Pal- 
merston, Thistletown (Sick Children’s 
Hospital), -Armour Heights (North 
York), while two plants are under 
construction at Port Colborne. Similar 
plants are being considered for Kit- 
chener, Oshawa, London, and 
Windsor (township areas). In the 
smaller areas sewerage systems are 
closely following the installation of 
public water supplies, and modern ser- 
vices are thus provided for the homes. 

The greater demand to-day for these 
facilities places the health officer and 
the municipal official in a favorable 
position to secure public support for 
carrying out needed sanitary projects. 









this age, read the letters on the 
twenty foot line at twenty feet. Our 
figures of the number of children 
affected must, therefore, be con- 
sidered as a very rough estimate only. 
Any interest the majority of us have 
in this question, must be directed at 
measures for the prevention of this 
seemingly unnecessary accompani- 
ment of our educational system. It 
would seem reasonable to presume 
that the time has long since past 
when the recognition of children 
suffering from myopia in the second 
or third grade at school, after the 
condition has become patent to both 
teacher and parents, might be .con- 
sidered to be effective public health; 
something more constructive in terms 
of prevention is needed. 
Difficulties are present in the way 
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of the early diagnosis of hypermyopia 
and astigmatism; in fact, there is 
apparently considerable confusion in 
the ranks of those who should be best 
informed as to the importance of the 
first mentioned of these conditions 
unless it is accompanied by clinical 
manifestations. The discovery, at the 
earliest possible moment, of cases of 
astigmatism, however, is of sufficient 
importance to warrant a_ serious 
effort to overcome any difficulties 
which at present exist. The diag- 
nosis of these cases will entail the 
employment of individuals already 
sufficiently well versed in the field of 
ophthalmology, or the special training 
of the existing school medical per- 
sonnel. 

In view of the fact that, as yet, no 
very inclusive programme for the 
routine examination of pre-school age 
children has been generally adapted, 
all children should be subjected to 
as complete an examination of the 
eyes as possible immediately upon 
admission to school. The modern 
methods of examination do not de- 
mand a knowledge of the alphabet 
and the examination should not be 
delayed unnecessarily on this account. 

Vision defects in children fall 
roughly into two groups: (although 
the line of cleavage is not pro- 
nounced). The first, or smaller, are 
those who suffer from hereditary 
myopia, congenital eye defects, or 
through injury or the result of infec- 
tion are suffering from a high degree 
of myopia or are potentially blind. 
This group is numerically small, being 
usually estimated at about 0.1 percent 
of the school population. The other 
group includes all those who are 
handicapped by myopia, hyper- 
myopia, astigmatism or some other 
refractive error, which, while pro- 
gressive up to a point, reaches its 
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maximum without anything more 
than a loss of visual acuity, which 
may be corrected by suitable glasses. 

Two conditions associated with 
vision defect are sufficiently import- 
ant to warrant special reference, 
namely: strabismus and blepharitis. 
The first of these demands the 
earliest possible attention at the 
hands of an oculist; these children 
should be under treatment immedi- 
ately the condition is noted; and the 
second is such a common accompani- 
ment of vision defect, particularly 
when found among children whose 
home conditions are satisfactory from 
the standpoint of cleanliness, that 
the presence of even the slightest 
evidence of blepharitis, should be 
considered sufficient warrant for care- 
ful ocular examination. 

In order that these cases among 
younger school age children may be 
discovered as early as possible, the 
teacher should be familiar with the 
earliest recognizable signs of vision 
defect and due attention should be 
given to a history of headache, rest- 
lessness, lack of attention or any 
other evidence of eye strain. 

The measures suggested for pre- 
vention in the preschool age are, 
briefly, the avoidance of any type of 
eye strain during illness or during 
convalescence from illness; the play- 
ing in dark or poorly illumined 
corners, the steady gazing at near 
objects which brightly reflect the rays 
of the sun and the use of books or 
games which have small letters, 
figures or pictures, by these children, 
should be discouraged. Children 
should be protected from toys or 
other articles with sharp edges or 
points which might possibly injure 
the eyes. 2 

The three requisites necessary for 
satisfactory vision in all school rooms 
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are—adequate lighting, proper seat- 
ing facilities and suitable books. 
The first two of these need no elabora- 
tion; special reference, however, as 
to the importance of avoiding the 
use of glossy paper in school books 
and the size of the type used, is 
necessary, also the practice of putting 
explanatory notes (in small type) 
on the side of these books should be 
discouraged. 

In conclusion, one must note the 
wide spread interest of voluntary 
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agencies in this question, and empha- 
size the necessity of an early realiza- 
tion on the part of individual mem- 
bers of the medical profession in 
giving the necessary leadership to 
any movement for the correction of 
present conditions; particularly does 
this apply to those physicians who 
as medical officers of health, or 
members of school boards, have 
constant contact with schools and 
scholars. 


J. T. Phair, M.B., D.P.H. 


EPIDEMIOLOGY AND VITAL STATISTICS 
A. C. Jost, M.D., anp Nem E. McKinnon, M.B. 


INFLUENZA 4 

| igre has again, swept this 

country and; judging from Euro- 
pean press reports, has assumed the 
proportions of-a pandemic,..-In. spite 
of admittedly very inadequate report- 
ing the increase in the number of 
reported cases in Ontario from 1, with 
1 with 12 deaths, for the four weeks 
ending November 24th, 1928, to 4528 
cases and 94 deaths in the five weeks 
ending December 29th, 1928, is signfi- 
cant. The number of reported cases 
in January was 7,495. The epidemic, 
so far as this country is concerned, 
has apparently waned except in the 
far north among the Indians.~  Be= 
ginning apparently in the western 
Pacific States, it swept eastward with 


its usual rapidity and with fair regu-{ 


larity. The increase in the general 


gave ample evidence of its existence. 
It gave very high morbidity rates, but 
the general mortality rates, though 
significantly increased, showed an ex- 
cess over the normal of only about 
1/10 that seen in 1918, less than in. 
1920, but more than in 1926. 


~tularense infections in Canada. 


TULARAEMIA IN SHEEP 

HE occurrence of tularaemia in 

sheep in-Montana has been dem- 
onstrated by Parker of the United 
States Public Health Service, and 
Dade of the: Idaho State Sheep Com- 
mission with the assistance of. Dr. 
Frances the U.S. P.H.S., as reported 
in Public Health Reports of January 
10th, 1929. The tick, Dermacentor 
andersoni Stiles, previously shown 
capable of harbouring Bact. tularense, 
is supposed to have been the means of 
transmission. This evidence empha- 
sizes the necessity for public health 
laboratory service for the diagnosis of 
As 
previously outlined on these pages the 
wild rabbit was thought to be the only 


source from which man might be in- 
. fected. The possibility. of, sheep being 
death rate, Where data weré’available, ~ 


a source greatly inéreases the number 
of people subject to exposure. In this 
connection the article says: 

“The proved. occurrence of B. 
tularense in the tissues of sheep in 
nature opens the question of the pos- 
sibility of human infection from the 
handling of infected carcasses. In- 
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fection is definitely possible through 
the primary contamination of the 
hands with the tissues of crushed in- 
fected ticks held in the wool or with 
tick excrement which is commonly 
The fingers 
might also become contaminated by 
contact with which 
sometimes the points 
where infected ticks have been at- 
tached. The chance that infected 
meat might reach the markets and be 
a source of danger to persons in 
slaughter houses and packing houses 
and to the consuming public seems 
less likely, but can not be altogether 
dismissed, especially if animals are 


present in large masses. 


tissue 
develops at 


necrotic 
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slaughtered for immediate local con- 
sumption. 

“Further and more carefully plan- 
ned field and laboratory observations 
of tularaemia in sheep caused. by the 
wood tick are desirable, (1) to deter- 
mine the extent to which it is 
concerned in wood-tick-caused patho- 
logical conditions, (2) to determine 
the geographical limits of the occur- 
rence, which certainly are wider than 
indicated by present data, (3) to 
secure more detailed epidemological, 
symptomatological, and pathological 
data, and (4) to determine. whether 
the meat of infected slaughtered sheep 
is a possible source of human in- 
fection.” 


REPORTED CASES OF CERTAIN COMMUNICABLE DISEASES IN CANADA* 
BY PROVINCES—JANUARY, 1929 


Nova New 


British 


Mani- | Saskat- 

Disease | Scotia | Brunswick | Quebec | Ontario} toba | chewan /|Alberta | Columbia 
Diphtheria....| 26 15 264 300 55 59 45 97 
Scarlet Fever..| 125 38 460 391 128 108 181 <8 
Measles....... 3 3 96 2,418 821 128 414 28 
Whooping 

Cough...... 59 1 65 274 113 12 2 8 
German 

Measles... .. 2 _ t 19 T 12 4 1 
Mumps....... 2 _ T 369 m6. i 56 210 
Smallpox. .... 6 — 40 38 18 31 5 109 * 
Cerebrospinal 

Meningitis. . 5 — 4 15 1 2 1 4 
Anterior 

Poliomyelitis 1 — — 2 1 — 1 1 
Typhoid Fever 4 1 30 21 _ 2 1 —_— 





*Data furnished by the Dominion Bureau of Statistics, Ottawa. 
tNot reportable. 


PUBLIC HEALTH NURSING 
Rusy M. Simpson, Rec.N., AND FLorence H. M. Emory, Rec.N. 
VICTORIAN ORDER REGIONAL CONFERENCE 
Dorotuy M. Percy, Reg.N. 


oo first Regional Conference for 
Board Members to be sponsored 
by the Victorian Order of Nurses for 
Canada was held in Hamailton,Ontario, 
throughout the day of January 15th. 


This pioneer educational effort came 
into being in answer to a need long felt 
to exist in the lay groups responsible 
for much of the Order’s progress and 
development. : 
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If, as Gertrude Peabody, writing in 
The Public Health Nurse for January 
puts it, the Board of an organization 
“stands before the community as a 
group of experts”, it must be prepared 
to answer the question “Are you offer- 
ing your community ah adequate up- 
to-date public health programme, and 
if not, why not?” This and other 
questions relating to the need for 
clearer understanding of the problems 
of board member, nurse and doctor 
found their way into the discussion at 
the “round table” of the morning ses- 
sion so ably presided over by Dr. 
Helen R. Y. Reid of Montreal, Con- 
venor of the Committee on Arrange- 
ments for the conference. This ses- 
sion was formally opened by Dr. Grant 
Fleming of Montreal, who spoke 
briefly on the objects of round table 
conferences, “making a plea for a 
national point of view and for an ex- 
tension of service to cover opportuni- 
ties hitherto overlooked or neglected, 
while stressing at the same time the 
responsibilities of the board member 
to know the work of the Order and 
to interpret it to the public”. At the 
morning session each district was in- 
vited to appoint an education com- 
mittee to serve as a channel for in- 
formation and suggestion between the 


central committee and _ the local 
branch. 
The luncheon presided over by 


Major Colin Gibson, M.C., as presi- 
dent of the local association, and at- 
tended by one hundred and _forty- 
seven persons was a distinct success. 
Dr. Harley Smith of Toronto, him- 
self a Victorian Order board member 
of many years’ standing, delivered an 
inspiring address on the history and 
future of the Order. Luncheon guests 
included representatives of the medi- 
cal association, directors of both pro- 


vincial and municipal health depart- 
ments, hospital and social agency 
workers as well as noted leaders in 
local social, business and political life. 
The theme of the afternoon session 
was Interlocking Relationships in 
Health Services, and was dealt with 
in papers given by Dr. Fleming of 
Montreal and Miss Greenwood of To- 
ronto on behalf of the voluntary 
agency, while Dr. Cannon of Hamil- 
ton and Miss Dyke of Toronto pre- 
sented the viewpoint of the official 
body. Expenditure of much time and 
thought was evident in these papers 
and all were provocative of consider- 
able discussion. During the afternoon 
a play, written by Miss Greenwood of 
Toronto and given by Miss Green- 
wood and Miss Clarke, illustrated to 
the audience a method of entry to a 
home. Generous publicity accorded by 
the Hamilton papers and exhibit ma- 
terial from the central office, illus- 
trative of various phases of Victorian 
Order work, served to keep the work 
and needs of the organization in the 
public mind and eye throughout the 
day. 
Because of prevalent illness, those 
in charge of arrangements  steeled 
themselves to a certain disappointment 
in the matter of attendance. Results 
in this respect were, however, en- 
couraging. Fifteen of the eighteen 
districts asked to participate sent rep- 
resentatives. Of a morning attendance 
of eighty-four, fifty-eight were board 
members and nineteen nurses. 
Without the co-operation and splen- 
did spirit of the members of the 
Hamilton local association throughout, 
such an undertaking would have been 
well-nigh impossible. In turn, Ham- 
ilton will doubtless benefit to the 
degree in which the inspiration and 
stimulation of the conference can be 
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translated into terms of better board 
member service. Quoting again from 
Miss Peabody’s article, “Board mem- 
bers . . . should undertake the task 
of being board members in the spirit 
of having a small part in a great 
national movement. . . They should 
see beyond the routine of reports and 
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committee meetings the vision of a 
larger opportunity for service to their 
community. . . They must realize that 
every step which brings nursing and 
health teaching within the reach of all 
is a contribution to the goal toward 
which public health is striving.” 


COMING CONVENTIONS, PROVINCIAL, NATIONAL AND 
INTERNATIONAL 


< om programme of the fourth 

annual meeting of the Registered 
Nurses’ Association of Ontario to be 
held in Kingston, April 4, 5 and 6 in- 
dicates topics of timely interest to 
public health nurses. At the first open 
meeting, Thursday evening, April 4th, 
Dr. J. N. Biggar, National Commis- 
sioner of the Canadian Red Cross 
Society, deals with the subject, “The 
High Cost of Sickness”. The follow- 
ing morning is devoted to section 
meetings, Public Health, Nurse Edu- 
cation and Private Duty. The public 
health group have arranged a sym- 
posium on the County Health Unit. 
Dr. W. J. Bell, Deputy Minister of 
Health of Ontario, will discuss the 
promotion of public health under the 
“County Unit” system, and nurse 
members will tell of the operation of 
such units in England, the United 
States of America and Canada. 
Mental Health is the general topic of 
a round-table conference later in the 
day.. Brief papers will deal with the 
subject from the angle of the home, 
the nursery school, the school, indus- 
try and the hospital. Dr. Archibald 
McCausland of the Rockwood Hospi- 
tal, Kingston, will direct general 
discussion. Dinner speakers are two: 


Miss Mabel Hersey of Montreal, 
President of the Canadian Nurses’ 
Association, and Principal Bruce Tay- 
lor of Queen’s University, Kingston. 

Included in the sessions of the 
Canadian Public Health Association 
to be held in Montreal, June 18, 19 
and 20, will be those devoted to a 
consideration of problems of the pub- 
lic health nursing group. Their 
content has not been divulged to date, 
but we anticipate with genuine 
pleasure a return visit to that city, 
since in Montreal in 1925 the Public 
Health Nursing Section of the Cana- 
dian Public Health Association came 
into being. 


The supreme effort of the year 
rests with the Congress of the Inter- 
national Council of Nurses in 
Montreal during the second week of 
July. That body, founded in 1899, 
has a membership of 132,000 nurses 
representing 19 countries. Prepara- 
tion for the sessions is a herculean 
task, but the tentative programme 
gives promise of a wide range of 
topics dealt with by representative 
speakers from the many affiliated or- 
ganizations. 


Florence H. M. Emory. 





NATIONAL VOLUNTARY HEALTH 
AGENCIES 


Rusy M. Hamitton, Reg.N. 


THE NATIONAL COUNCIL OF 
WOMEN AND MATERNAL 
MORTALITY 


HE National Council of Women 

has for some time past been ex- 
tremely interested in maternal wel- 
fare and following the publication of 
Dr. Helen McMurchy’s report on 
maternal statistics in Canada, ap- 
pointed a Maternal Welfare Com- 
mittee to study local conditions. This 
Committee is made up of representa- 
tives of all the health and social wel- 
fare associations in Canada. It has 
secured the co-operation of the Cana- 
dian Medical Association, in drawing 
up a scheme of work for Local Coun- 
cils, Provincial Councils, nationally 
affiliated societies and provincially 
affiliated societies. The scheme is out- 
lined in a questionnairie and includes 
a study of local maternal welfare con- 
ditions to be undertaken by a small 
local committee during the spring 
months. 

The Maternal Welfare Committee 
of the National Council is fully aware 
of the fact that the result of this ques- 
tionnaire will be of little value as an 
authentic record but the health sense 
that it will arouse among many thou- 
sand Canadian women fully justifies 
the time and thought spent upon it. 

The medical officers of health 
throughout the Dominion can assist 
greatly these local committees in pro- 
curing the information asked for and 
thus help in the forward movement in 
maternal care being undertaken by the 
National Council of Women. 


ACTIVITIES OF THE CANA- 
DIAN COUNCIL OF CHILD 
WELFARE 


7 HE following is a short synopsis 
taken from the Executive Secre- 
tary’s report at the Ninth Annual 
Meeting of the Canadian Council on 
Child Welfare held in Ottawa, Octo- 
ber 22nd, 1928. 

“Public lectures or definite field 
work on different phases of child wel- 
fare work were carried on by officials 
of the Council in the past year in all 
nine provinces of the Dominion. In 
the autumn of 1927, conferences or 
meetings were held in 29 centres in 
the three Maritime Provinces. In 
January the Pacific Coast was again 
visited and in July meetings were held 
at ten points in Manitoba. Several 
new publications have been issued on 
various phases of child welfare work 
and the Canadian Child Welfare News 
(60 pages) has been issued quarterly. 

“Arrangements were made for short 
courses on child welfare at different 
summer schools, and advisory services 
have been available from the Council. 

“Twenty thousand folders on Child 
Welfare Facts have been given general 
distribution in recent months, and 
headway has been made along the 
lines of poster publication. 

“The Directory of Child Welfare 
Resources, published after three years’ 
work, has been most favourably re- 
ceived. 

“A new departure was made by the 
provision of a small exhibit at the 
Canadian National Exhibition.” 
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NEWS AND COMMENTS 
P. A. T. SNEATH, M.D., D.P.H. 


Nova Scotia 

R. H. A. CHISHOLM who was 

Medical Inspector of Health for 
Nova Scotia, severed his connection 
with the Provincial Department last 
November and is now Medical Super- 
visor with the Department of Immi- 
_ gration in London, England. 





The clam beds of the province were 
recently inspected by officials from the 
Federal Department of Pensions and 
National Health. It is reported that 
the inspection showed them to be in 
good condition and free from any 
evidence of pollution.’ 





Plans are under way for important 
additions to the Inverness Memorial 
Hospital. 





A number of cases of smallpox 
have occurred in the neighborhood of 
Shubenacadie. The source of the in- 
fection is said to have been a visitor 
from Ontario. 





Four cases of trichinosis, with one 
death, have occurred in New Water- 
ford. The source was found to be 
pigs kept by foreign-born residents in 
the vicinity. Warnings have been 
issued accordingly to meat dealers and 
for householders in order to prevent 
any more cases. 


Quebec 

Sa eighth county health unit in 

this province was inaugurated on 
the fifteenth of January last in Terre- 
bonne County, north of the city of 
Montreal. This area, under the sup- 
ervision of Dr. L. R. Vezina, has a 
population of some 35,000 and has 


within its bounds four small towns, 
St. Jerome City being the head- 
quarters. 





The second annual convention of 
the personnel of the county health 
units was held January 15th and 16th. 
Eight medical officers, twenty-four 
nurses and eight sanitary inspectors, 
along with other medical men who 
are actively engaged in public health 
endeavor, attended. Dr. Alphonse 
Lessard, the Director of the Provin- 
cial Bureau of Health, and Dr. E. 
Nadeau, Assistant Director, directed 
the convention. At the closing ban- 
quet, the Hon. A. David, the Provin- 
cial Secretary, presided. | Amongst 
those in attendance were Dr. J. A. 
Amyot, Deputy Minister of the De- 
partment of National Health, and the 
several members of the Legislative 
Assembly, in whose elective counties 
the county health units are established. 


Ontario 

HE Home and School Council of 

Toronto in conjunction with the 
Child Welfare Council, have formed 
a joint committee with the purpose of 
co-operating with the Department of 
Health of the City, with the object of 
raising the physical status of the pre- 
school child. These two organizations 
working in conjunction are preparing 
a programme that involves field work 
to be assumed largely by the Home 
and School group, and publicity and 
propaganda through the newspapers, 
short addresses to various women’s 
organizations and men’s service clubs. 
The joint committee has been assured 
of the co-operation of the Academy 
of Medicine of Toronto in the supply 


162 


NEWS AND COMMENTS 


of speakers on the problems of the 
pre-school child. This committee is 
presided over by Miss Blackstock, The 
Infants’ Home, 34 Grosvenor Street, 
Toronto. 


Dr. Gordon A. Jackson, D.P.H., 
Treasurer of the Canadian Public 
Health Association, who has been at- 
tached to the Department of Health 
of the City of Toronto for some 
fourteen years, has been appointed 
Deputy Medical Officer of Health for 
Toronto. 


We have to note with sincere regret 
the passing of Dr. Charles Sheard, Sr., 
at the age of 72 years. Dr. Sheard 


was born in Toronto, the son of the 
late Joseph Sheard a former mayor 
of the city. In 1893 he was appointed 
Medical Officer of Health for the city 


of Toronto. He retired from that 
important post in 1910. Other public 
offices held by Dr. Sheard were that 
of President of the Canadian Medical 
Association, 1892; President of the 
Ontario Health Officers’ Association, 
1896; Chairman of the Provincial 
Board of Health, 1904-1910; Exam- 
iner of the Canadian Branch of the 
Royal Sanitary Institute, 1906; and 
Vice-President of the Toronto League 
for the Prevention of Tuberculosis. 
In 1917 Dr. Sheard was elected to the 
Federal House. He retired in 1925 
owing to failing health. Dr. Sheard 
is survived by his widow and four 
sons, Dr. Charles, Jr., Paul, Joseph 
and Terence, all of Toronto, to whom 
we tender our deepest sympathy in 
their bereavement. 


For some time a committee com- 
posed of prominent citizens of To- 
ronto, lay and professional, with Col. 
A. E. Gooderham as president, Hon. 
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Mr. Justice Riddell, honorary presi- 
dent, Sir Jas. Woods, honorary 
treasurer, and Dr. Gordon Bates, hon- 
orary secretary, has been organizing a 
tribute to Dr. C. J. O. Hastings, in 
recognition of his distinguished ser- 
vices to the city of Toronto, of which 
he has been the medical officer of 
health for upwards of eighteen years. 
Their efforts have culminated in the 
presentation to the municipality of a 
life-sized portrait in oils of Dr. Hast- 
ings in his academic robes, by Ken- 
neth Forbes, and the establishment of 
the Hastings Scholarship in Public 
Health to the value of $10,000 in the 
University of Toronto. The portrait 
was received by Mayor McBride on 
behalf of the city and will be hung 
along with those of the other dis- 
tinguished servants of the corporation 
in the City Hall. The funds for the 
scholarship were presented, on behalf 
of the committee, by Sir James Woods 
to the Rev. Archdeacon Cody, repre- 
senting the Board of Governors of the 
University of Toronto. 


The Academy of Medicine, Toronto, 
in the autumn of last year appointed 
a “Committee on Maternal Welfare”. 
The committee has now submitted its 
report. Suggestions are being for- 
warded to the profession in Toronto 
with reference to pre-natal and post- 
natal care with a view to reducing the 
rising maternal death rate in the prov- 
ince. Efforts are also being made to 
arouse the public along these lines and 
to increase the time devoted to the 
study of obsetetrics in the universities. 
Special reference is made to a paper 
read before the Section of Obstetrics 
and Gynaecology at the Cardiff meet- 
ing of the British Medical Association 
in 1928, by Dr. Douglas Miller of 
Edinburgh, on “Observations on Un- 
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successful Forceps Cases”, and pub- 
lished in the British Medical Journal 
of August 4th, 1928. 


Saskatchewan 

F ROM the seven applicants for the 

appointment of Medical Director 
for the Saskatoon schools, the Public 
School Board appointed Dr. Griffiths 
Binning of Saskatoon. Dr. Binning, 
who received his elementary education 
in Moose Jaw, graduated in medicine 
from the University of Toronto in 
1923. After a year at the McKellar 
General Hospital in Fort William, 
Ontario, Dr. Binning engaged in prac- 
tice for two and a half years at Brier- 
crest, Saskatchewan, subsequent to 
which he spent twenty months at the 
Hospital for Sick Children, Toronto, 
followed by further work at the St. 
Louis Children’s Hospital. During 
the past year he.has been engaged in 
the practice of paediatrics in Saska- 
toon. This appointment has been 
made pursuant to a recent amendment 
in the Public Schools Act of the 
Province, and will involve the physical 
examination of upwards of 7,000 pub- 
lic school pupils in Saskatoon. 


British Columbia 

oe Report of the Milk Inquiry 

Commission, of which Dean F. M. 
Clement, College of Agriculture, Uni- 
versity of British Columbia, was 
chairman, has been placed in the hands 
of the Provincial Legislature. The 
public health member of this com- 
mission was Dr. H. W. Hill, Professor 
of Bacteriology and of Nursing and 
Health, University of British Colum- 
bia; and the legal member was Mr. 
G. E. Hancox of the law firm of 
Russell and Hancox. 





Dr. R. E. Coleman, late the 
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Assistant Director of the Vancouver 
General Hospital Laboratories, spoke 
on “Modern Milk—Truth and Tradi- 
tion” at the regular meeting of the 
Vancouver Board of Trade Health 
Bureau, Wednesday, February 6th, 
last. 





Dr. H. E. Young, Provincial Health 
Officer, placed before the Vancouver 
Medical Association on January 8th, 
1929, the plan for the future develop- 
ment of the health department of 
Greater Vancouver. This plan was 
unanimously approved by the Asso- 
ciation. 





Dr. Harrison’s VISIT 


TIMULATING to those _inter- 
ested in venereal disease control 
in Canada, was the recent visit of 
Colonel L. W. Harrison, M.D.,D.S.O., 
F.R.C.P., advisor to the British Min- 
istry of Health, in venereal disease, 
and director of the Model Venereal 
Disease Clinic at St. Thomas’ Hospi- 
tal, London. He recently visited 
several Canadian centres under joint 
auspices of the Canadian Medical As- 
sociation and the Canadian Social 
Hygiene Council, and was summoned 
to a conference with His Excellency 
the Governor-General. 

Britain spends $2,000,000 annually 
in venereal disease control, Col. Har- 
rison stated. Canada spends a tenth 
of that amount. Unlike Canada, 
Britain has no legislation compelling 
treatment and notification, but relies 
entirely upon propaganda. The Model 
Clinic, of which there is no Canadian 
counterpart, sets an example which 
all Britain follows. Its physicians are 
generously paid—ten physicians re- 
ceiving a salary total of £5,000 
annually. 





BOOK REVIEWS 


D. T. Fraser, B.A., M.B., D.P.H. and R. R. McCLenanan, B.A., M.B., D.P.H. 


Federal Health Administration in 
the United States—By Robert D. 
Leigh, A. Barton Hepburn Pro- 
fessor of Government, Williams’ 
College. Harper and Bros., 1927, 
Publishers. pp. 685. Price $5.00. 


This important volume is one of the 
well-known “Harper’s Public Health 
Series”, which have been edited by Dr. 
Allan J. McLaughlin. Professor Leigh 
traces in a most interesting manner 
the historical development of the 
American public health movement, 
showing the federal health powers and 
the services now rendered. He tells 
of the attempts which have been made 
during the past fifty years to bring 
about re-organization of the national 
medical and sanitary services and out- 
lines the most recent steps which have 
been taken toward the consolidation of 
the various federal health agencies. 
The book is obviously of special in- 
terest to public health officials and 
students of government in the United 
States, but the discussion of funda- 
mental considerations is of real value 
to public health administrators every- 
where. R.D.D. 


How You Began—A child’s introduc- 
tion to Biology. By Amabel 
Williams-Ellis, with prefaces by J, 


B. S. Haldane. 
Howe. 


London: 
pp. 96, price 2s. 6d. 

Side by side the author has arranged 
an account of evolution and the story 
of embryology in such a way that 
children who can read will enjoy read- 
ing it for themselves, and smaller 
children will listen to the story with 
the greatest enjoyment. 

Most of us disagree with the old 
theory that biology is an unsuitable 
subject for small children. The prob- 
lem has been how to present it to them 
to hold their interest. In this little 
volume parents, teachers, physicians 
and nurses have been provided with an 
almost ideal presentation of the sub- 
ject for children. The story of em- 
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bryology is a play story—how we 
played at being a fish or a furry 


animal but only played because all the 
while we were intended to be some- 
thing higher in the scale. The account 
of evolution is marked off in separate 
paragraphs and so may be read as a 
separate story quite as fascinating as 
its companion piece. 

The reason for and value of such 
a book is well expressed by J. B. S. 
Haldane in the “Preface for Grown- 
ups” in the sentence “hygiene is ap- 
plied biology and you cannot act 
hygienically if you have not learned 
to think biologically”. H.C.C. 


BOOKS RECEIVED 


A Handbook on Venereal Diseases. By W. 
Turner Warwick, F.R.C.S., Assistant 
Surgeon and Medical Officer in Charge 
of Male Gonorrhoea Department, Mid- 
dlesex Hospital. London, Faber and 
Gwyer Ltd, The Scientific Press, 24 
Russel Square, W.C. 1, 1928. p. 213, 
illus. Price 6/ net. 


International Clinics. Edited by Henry W. 
Cattell, A.M., M.D. A Quarterly of illus- 


trated clinical lectures and especially pre- 
pared original articles. Vol. IV, 
Thirty-eighth Series, 1928. Philadelphia 
and London, J. B. Lippincott Company. 
p. 298. Price $12.00 per year. 


The Story of Modern Preventive Medicine. 


By Sir Arthur Newsholme, K.C.B., M.D., 
F.R.C.P. Baltimore: The Williams and 


Wilkins Company, 1929. pp. 287. Price 
$4.00. 
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CURRENT HEALTH LITERATURE 
D. T. FRAsER, B.A., M.B., D.P.H, 


Terminal Disinfection—The prac- 
tice of terminal disinfection presup- 
poses that the living agent 
caused the illness 


which 
or death of an 
individual suffering from a communic- 
able disease, is more or less widely 
distributed about the room or premises 
and that this living agent is a source 
of danger to others who may come in 
contact with it. This assumption is 
not in harmony with the known facts 
of biology. The ubiquity of micros- 
scopic life, the swarms of germs in 
water, air and food, was a new thought 
in the latter part of the nineteenth cen- 
tury. It was but natural to infer that, 
certain micro-organisms were 
known to cause disease, man was be- 
set with danger because of the im- 
minence of other germs now known 
to be harmless. 


since 


Lister’s carbolic spray 
has been superseded by the application 
of the principles of aseptic surgery. 
Similarly, terminal disinfection, a 
natural response to the idea of the 
ubiquitous presence of harmful bac- 
teria, has given place to a more in- 
telligent application of concurrent 
disinfection. Yet the costly and 
laborious practice of terminal disin- 
fection is still the firmly established 
routine of most public health 
authorities. Certainly, whatever may 
be said in favour of this practice, there 
is need for the adoption of more 
rational measures in the case of cer- 
tain communicable diseases, not only 
from the point of view of economy 
but also of conformity with the results 
of bacteriological investigation. 


Editorial, B. M. J., Sept. 22, 1928. 


The Control of Smallpox — Dr. 
Rajchman, director of the Health 
Organization, League of Nations, in 
a review of the incidence of smallpox 
as reported from all countries through- 
out the world, points out that the dis- 
ease in recent years is characterized 
by: (1) a very marked decrease in 
incidence, and (2) an almost universal 
decrease of the case mortality rate. On 
the other hand important outbreaks of 
severe smallpox have not ceased to 
occur, a fact of which we are remind- 
ed by the Rio de Janeiro outbreak of 
1926 and of the Algerian in 1926-27, 
of Detroit in 1924, Minneapolis in 
1925, and Los Angeles 1926. The 
case mortality rate in the severe type 
of smallpox ranges from 10 to 30 per 
cent. In India alone 50,000 deaths 
from smallpox occur in an average 
year. In 1927, 280,000 cases were 
notified in the whole world. If the 
cases in Africa, China and parts of 
South America, whére cases are not 
reported, are added the total number, 
the cases must certainly have largely 
exceeded 300,000. In general, the dis- 
ease attains a high incidence for some 
years and falls then to a very low level. 
A world-wide survey reveals the fact 
that there are two entirely distinct 
types of smallpox: (1) the classical 
type, the case mortality rate of which 
is fluctuating in long waves, generally 
between 10 per cent and 30 per cent, 
and (2) the mild type, with case 
mortality figures between 0.1 per cent 
and 0.3 per cent. 


RAJCHMAN, B. M. J., Sept. 22, 1928. 
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